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THE FRONTAL SINUSES* 
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While we know that it is rare indeed for 
only one sinus to be affected, by that I mean 
frontal sinuses only, yet in this paper I expect 
to devote my attention to the frontal sinuses 
only 

Let me review very briefly the anatomy of 
the frontal sinuses. They are merely an ex- 
tension upward and outward, sometime ex- 
tending backward, of the ethmoid cells be- 
tween the two plates of the frontal bone, this 
extension occurring about puberty and reach- 
ing their full development about the twentieth 
year. The frontal sinuses are situated at the 
position of the glabella and supercilliary 
eminences, and are absent in infants and 
children. The external or anterior bony wall 
is the thicker of the two walls. Just above 
the inner angle of the orbit is the thinnest 
portion of the external wall and when pus 
bursts externally it is usually at this point. 
A thin osseous partition, sometimes incom- 
plete, usually separates the two sinuses. The 
frontal sinuses vary greatly in different in- 
dividuals as regards shape and size, and very 
often the two sinuses vary in the same in- 
dividual, one being large the other small or 
one may be rather regular in outline while the 
other has a ragged or irregular outline 
The sinuses are smaller in women than in 
men as a usual thing, sometimes being en- 
tirely absent. The sinuses are lined by mu- 
cous membrane which is continuous with that 
lining the nose They open through the in- 
fundibulum into the middle meatuses of the 
nasal fossae. Before attempting any opera- 
tive procedure in a frontal sinus empyema, 
it is very necessary to know any variations 
that may exist, as upon this knowledge rests 
your operative procedure. Extensive deformity 
may result from the removal of the entire 
anterior wall if the sinus is large and deep; 
therefore, in a case of that kind your operation 
must be executed so as to avoid any great 
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amount of deformity especially in woman as 
they are much more particular and sensitive 
as regards deformity and scars of the face 
than men 

The size, shape, depth or any variations 
in the sinuses can only be demonstrated with 
the X-ray. One plate is not sufficient, but 
you must have an antero-posterior as well as 
lateral view if you are to determine accurately 
the condition of your sinuses. It also will 
aid you in determining the operation indicated 
in that particular case 

The source of infection of the frontal sinuses 
is the nost. The most common cause being, of 
course, the catarrhal bacillus. Acute catarrh 
of the frontal sinus is the most common disease, 
being more common than of any of the other 
sinuses, although mixed infection usually fol- 
lows later in the disease process, producing 
suppuration. This usually following syphilis, 
gonorrheal infection, long closure of the in- 
fundibulum, tumors or traumatism. Maggots, 
insects, centipedes or other living foreign 
bodies may gain entrance to the sinuses and 
produce suppuration although maggots are 
usually the result of there having been a pre- 
vious suppuration that attracted the fly 

The symptoms are tenderness, headache, 
dizziness, vertigo, nausea and vomiting, some- 
times ocular symptoms as well as intra-cranial 
complications. A mucous discharge is usually 
present while redness and swelling is only 
present in very severe acute inflammations 

Only in acute cases where the drainage 1S 
obstructed will you find tenderness over the 
frontal bone, but it is not rare to find tender- 
ness when pressure is made to the floor of the 
frontal sinus. Pressure should always be 
made upwards in the inner angle of the orbital 
cavity so as not to mistake tenderness of the 
anterior ethmoid for frontal sinus tenderness 


The headache is frontal and is limited to 
the side affected or the side upon which it 
originated, is more severe at night and early 
in the morning than at any other time and 
often is confused with or referred to error of 
refraction. ‘The differentiation is usually very 
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The dizziness or vertigo may be slight or 
severe depending upon the severity of the 
condition at hand. Any sudden change of 
the posture intensifies this symptom. 

Due to the very free anastomosis of the 
veins of the sinuses with the opthalmic vein a 
variety of ocular symptoms may be present, 
edema of the lids, optic neuritis, keratitis, 
choroiditis, iritis, etc. Meningitis, brain abs- 
cess, sinus thrombosis and extra dural abscess, 
may complicate frontal sinusitis, the most 
frequent of these being meningitis. Although 
the others mentioned are not rare. 

Very often you are able to relieve the pain 
and headache after cocainizing the parts by 
inflating the frontal sinus with mentholiodin- 
chloroform vapor this being used in politzer 
bag. I have had success with the following 
treatment. I have the patient take about 
one quart of boiling water and place a tea- 
spoonful of Tr. Benzoin Compound in it, 
cover the top of the bucket or small mouthed 
vessel with a heavy bath towel shaping it 
around the vessel in such a way that a small 
opening is left in the towel through which 
the patient may take deep inhalations of the 
steam, then using Valsalva’s method as for the 
inflation of the Eustachain tubes. I some- 
times use the following with equal success, 
using it the same as above. 

Gum Camphorae 
Mentholis 
Beech wood Creosote. 

Quite often relief may be obtained by means 
of suction or by using a nasal sy phon, a good 
one being advertised in the Journal A. MA 
There are a great many local aapuations 
which may be used but, with the exception of 
cocaine and adrenalin cloride, I consider them 
worthless or at least possessing so little thera- 
peutic value as to be of no practical use. 

When the condition becomes chronic or 
relapses occur, surgical interference is then 
indicated, the mode of procedure depending 
upon the case in hand and the whim of the 
operator. 


Jurasz was the first to introduce a sound 
into the frontal sinus through the nasal open- 
ing. Killian is responsible for the first system- 
atized work in draining the frontal sinus by 
operating through the nose. The successful 
operative work of this character was, however, 
developed more recently by Ingals, Good, 
Halle and Mosher through the operations 
which bear their names. The aim of all 
intra-nasal operations on the frontal sinus is 
to improve its drainage by removing ob- 


structions within the nose or by enlarging the 
naso-frontal opening. 

Before undertaking a specific frontal sinus 
operation, a resection of the anterior end of 


the turbinate bone should be done, the re- 
moval of nasal polypi and the curettement of 
the ethmoid cells as very often good drainage 
is established and no frontal sinus operation 
is then needed. 

A short description of the different intra- 
nasal operations may be of benefit. Good's 
operation consists in enlarging the naso-frontal 
duct by means of a rasp which he has devised 
and by its use files away the bony walls and 
the nasal floor of the frontal sinus. Care 
must be used so as to not injure the surround- 
ing structures. Good uses a drain of gold 
mesh 

Ingal’s operation consists in using a hollow 
burr attached to a dental engine, the burr 
having been slipped over a pilot probe which 
has been previously introduced into the frontal 
sinus. By means of this burr the naso-frontal 
canal is enlarged. Ingal has a special drainage 
which is inserted through the canal into the 
sinus and may be left for several months. 
Ingal’s operation should be only performed 
by an experienced operator. The same may 
be said of Halle’s operation in that they are 
very similar, the only difference being in the 
shape of the burr used. 

The extra nasal operation on the frontal 
sinus was done originally for empyema in the 
hope that by an external drain the pus forma- 
tion of the frontal sinus would be more quickly 
and satisfactorily relieved. Ordinarily a small 
opening was made in the bone by trephine or 
chise! but due to the opening not being in 
the most dependent portion of the sinus and 
due also to the often irregular shape of the 
sinus, this mode of drainage was not universally 
successful. Killian has probably done more to 
overcome the failures of extra nasal operations 
on the frontal sinus than anyone else. The 
extra nasal operation is indicated when relief 
has not been attained by intra-nasal operation 
or when the symptoms for which the original 
operation was done persists or when severe 
headaches due to the condition of the frontal 
sinus are present. The extra nasal operation 
on the frontal sinus consists in making an 
opening through the bone into the frontal 
sinus, different operators having different 
opinions upon the extra amount of bone to 
be removed. Each one, of course, possessing a 
greater or less degree of efficiency, I do not 
think there is any hard and fast rule by which 
the operator may be guided in these cases 
but he must of necessity utilize his own initia- 
tive and meet the condition as it exists. The 
case I wish to present is not so unusual but 
will illustrate most forcibly the demand for 
an X-ray examination before operative meas- 
ures are instituted. All of us have probably 
had the same in our own practice. This case 
was operated in the summer of 1920 by one 
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of the best known Rhinologists in the west 
[he intra-nasal operation having been done 
at that time. The relief was only transitory. 
She and her husband late in the summer 
moved to McAlester in the hope that the 
change of climate would improve her condi- 
tion, for a short while she was better of the 
headache but in October with the coming of 
cooler weather, her symptoms returned and 
she was compelled to seek relief 

Mrs. R., age 28, housewife, presented her- 
self complaining of excruciating headache in 
the right frontal sinus region. Examination 
reveals a well developed woman, weight 158-5 
ft., 9 in., in height 

Past History. Two years ago had an at- 
tack of appendicitis, for which she was suc- 
cessfully operated. During the early summer 
of 1920 was operated by the intra-nasal route 
for empyema of the right frontal sinus; upon 
examination of the right nasal cavity a small 
amount of thick creamy pus is seen coming 
down from the region of the naso-frontal duct; 
the mucus membrane of the nasal cavity is 





hyperemic and swollen. The anterior tip of 


the turbinate bone has been removed. Area 
directly over or anterior to the frontal sinus 
is very tender upon slight pressure. Trans- 


illumination reveals cloudiness; temperature 





and pulse normal; an application of cocain and 
adrenalin was made to the tissue and with 
difficulty a small probe was passed into the 
naso-frontal duct. The nasal cavity was 








washed out with Dobel’s solution. Then an 
oily spray was used. The patient given an 
oily spray instructed as to how often to wash 
or douche the nasal cavity as well as told how 
to use the Tr. Benzoin Compound treatment 
for the pain and told to return the next day 
As long as the treatment was carried out as 
per instructions, the patient did well but, as 
is so often the case, the drainage was inter- 
fered with by negligence and for about three 
weeks previous to Feb. 7, 1921, I did not see 
the patient. On this date she appeared at 
my office complaining of severe pain over the 
right forehead as well as severe headache 
The right upper eye lid was swollen to such 
an extent that she was unable to see with 
that eye. She was extremely tender over the 
right frontal sinus. I advised a roentgenogram 
Dr. Johnston’s report is as follows: “Very 
large multilocular frontal sinus which is more 
opaque on right than on left. The sphenoid 
and ethmoid cells are clear. The antri are 
clear. Indications right sinusitis frontal.” 
In view of the X-ray finding an extra nasal 
operation was advised, so on Feb. 10, 1921, 
under ether anaesthesia after having shaved 
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the right eye brow, an incision 3-4 inch long 
was made in the median line of the forehead 
extending down on the base of the nose. An 
incision was then made at right angles about 
1 1-2 inches long in the mght eye brow. An 
opening about 3-8 inch in diameter made in 
the anterior plate of the frontal bone with 
chisel into the frontal sinus, upon puncturing 
the pereosteal lining membrane quite a quan- 
tity of pus escaped. The frontal sinus was 
thoroughly curetted of exuberant granulation 
tissue. The naso-frontal duct was then en- 
larged by means of curette, thereby establish- 
ing good drainage into the nose. The skin was 
then closed. The patient made the usual slow 
but uneventful recovery. The conclusion drawn 
is that without the X-ray this case might have 
been subjected to another intra-nasal opera- 
tion and, as you can readily see after having 
seen the size of the sinus, it would have been 
Each and every frontal sinus 


X-rayed. 
Discussion. 
Dr. D. D. McHenry, Oklahoma City. | 


will discuss what | got from this paper as the 
doctor read it He spoke in his paper very 
thoroughly of the irregularities of the anatomy 
of the frontal sinuses. I heartily agree you 
should have an X-ray on all chronic, frontal 
sinus conditions, as by this means only can 
you get the irregularities of the anatomy 
The acute conditions are easily diagnosed and 
it is unnecessary to put the patient to this 
extra expense. 

The doctor takes in a few more sources of 
infection than | usually have been able to see 
I have never seen any frontal sinus infection 


unsuccessful 
case should be 


that was due to gonorrhea or maggots and 


have never seen any due to syphilis outside of 
the general infection of the septum, ethmoids 
and the bones surrounding from a general 
syphilitic condition. If it involved the frontal 
sinus, it would surely involve the ethmoids, 
the septum and all of the bony tissues sur- 
rounding. I| also have not noticed as much 
dizziness or vertigo in my frontal sinus cases 
as the doctor describes. Only very occasional- 
ly have I seen it. The discharge, the pain 
and the tenderness are the things on which | 
make my diagnosis, and, occasionally, on a 
case that is not easily diagnosed from these, 
by the X-ray 

Another thing the doctor speaks of is the 
ocular symptoms from frontal sinus lesions. 
I don’t believe we have so many ocular symp- 
toms as the doctor states from frontal sinus 
lesions alone. True, if we have pansinusitus 


we will get these symptoms of optic neuritis 
and optic atrophy and so forth, but I do not 
believe we will get those from a frontal sinus 
If so, i 


alone it is exceedingly rare. 


As to the treatment in the acute cases 
Usually a shrinking of the external wall of the 
middle turbinate and the osteum around the 
lower end of the fronto-nasal duct with cocaine 
and adrenelin and some suction, cure the 
great bulk of the acute cases in my hands 
Occasionally, if the middle turbinate presses 
tightly against the external wall and there 
is toom between it and the septum to 
fracture it over toward the septum giv- 
ing more room in the middle meatus, | do 
that if it doesn’t yield in a few days to the 
milder line of treatment. Occasionally, in a 
very few cases, it is necessary to remove a 
small tip of the anterior end of the middle 
turbinate; only occasionally, however, in my 
hands. The great bulk—I think Skillern 
gives 90 to 95 per cent of his acute cases—are 
cured if you will help the normal drainage a 
very little 


In the sub-acute cases, a case that is not 
cured in a few weeks time at least, my practice 
as the doctor spoke here of the intra-nasal 
operation) has been to open up an anterior 
ethmoid cell or two, and probably remove a 


small piece of the middle turbinate, unless | 
can fracture it over and give room And 
going further along the line of Dr lodd’s 


See “Conservative Intra-Nasal Surgery’’ No 
X, Vol. 14, Oct. 1921 -This Journal.-H. Coulter 
Todd) excellent paper here this morning, | 
think you can generally, if you have an average 
nose at least, remove an anterior ethmoid cell 
or two around the lower end of the naso- 
frontal duct and give drainage in these sub- 
acute cases without removing any, or at least 
a very small amount, of the middle turbinate 
You probably all remember that Pratt of 
Minneapolis brought out a paper a year or 
two years ago on which he did practically all 
of his ethmoid work without removing the 
middle turbinate. And I think this can be 
done and I most emphatically think it should 
be done when possible. In draining the 
ethmoid cells, you necessarily make a lot of 
room to give drainage, and if you go ahead 
and remove a lot of turbinate, then you have 
too much room and get the atrophic condi- 
tion spoken of here this morning. So in these 
sub-acute cases, or even in the chronic cases, 
following the opening up of an ethmoid cell 
or two, | use the Goode’s rasp or files in open- 
ing the fronto-nasal duct. I also have a set 
of curets which | think Freer devised a few 
years ago. In this set of curets is one that 
curets backward. From the fact of the ir- 
regularities of the anatomy, that is an instru- 
ment | have always been afraid of and I think 
it is much safer to do a nasal operation under 
general anasthesia if you can’t get a 
large enough opening into the frontal sinus 
to drain these well, by only cutting or rasping 
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forward, whichever method you may prefer 
to use. 

The chronic frontal sinus condition is a 
puzzle for all of us. I have been, I guess, 
extremely fortunate in my practice that I have 
never had a frontal sinus that | was not able 
to relieve by the intra-nasal operation or, at 
least, if I didn’t, it got away and the other 
fellow got it, because | have never done an ex- 
ternal frontal sinus operation. If I had to do 
it I would use the Lathrop which is very 
similar to what Dr. Kuyrkendall described on 
the operation he did on this patient he is re- 
porting. Lathrop goes a little bit further and 
removes the septum between the two naso- 
frontal ducts making a large opening down 
into the nose, in fact combining or making 
one large opening of both frontal nasal ducts 
to drain both sinuses and breaks down the 
septum between the two sinuses. Through 
this opening you can curet back into the 
corners about as far as you can with any of 
these and I think it is a much better operation 
than the Killean and these other operations 
Lynch has devised an operation described in 
the Laryngoscope a few months ago, in which 
he is very radical in removing the floor of the 
frontal sinus, cleaning out all of the ethmoid 
cells and making a very large opening down 
inside the nose through an external opening. 
| have never seen this done nor had occasion 
to do it, but his idea certainly is an excellent 
one to me. 


A few months ago | saw Ferris Smith of 
Grand Rapids, Michigan, the man who has 
done so much plastic work in the English 
Army. I saw him graft skin inside the antrum 
and I have wondered since if that could not 
be done in Lynch’s operation on the frontal 
and ethmoids and line these cavities with a 
much better tissue than it has if it is only lined 
and filled up with a fibrous tissue as it is follow- 
ing all of these radical operations. 

In these cranial complications of frontal 
sinus | have been unfortunate enough to be 
consultant with two that rapidly proved 
fatal, one dying a few hours after I saw the 
case and even after the other man saw it with- 
out any chance to do anything. He had 
meningitis, well marked, before he reached 
Oklahoma City, and had not been seen by 
an eye, ear, nose and throat specialist; only 
been treated by a general man. The other 
case was a case that developed meningitis, a 
case of Dr. Ferguson’s. I think we will let 
him report it because it was a very interesting 
case. In these cases of frontal sinusitis you 
must be on the lookout for a cranial com- 
plication. If you will remember the venous 
channels are large connecting all of the sinuses, 
especially the frontal, with the brain, causing 


great danger of cranial complications if these 
are not thoroughly drained 

Dr. H. Coulter Todd, Oklahoma City: I 
will only say a word on this paper because the 
hour is getting late, after expressing my ap- 
preciation for Dr. Kuyrkendall’s paper 

Dr. Kuyrkendall states in his paper that 
there is usually a thin, bony plate between the 
two frontal sinuses. I have been taught that 
this partition is always present unless de- 
stroyed pathologically. This is what I have 
been teaching students. mention this from 
the fact that it seems to be rather an important 
feature bearing upon frontal sinus infections 

In the treatment of these cases I agree with 
Dr. Kuyrkendall and in the acute cases 
want to state that from my own experience, 
which is rather a sad one, | had the misfortune 
to lose two cases of acute frontal sinusitis from 
a very simple operation upon the middle 
turbinate. Therefore, | am very much opposed 
to attempting any operation whatsoever in 
the extremely acute cases of frontal sinus in- 
fection. Both of these cases that I mention 
died from meningitis in less than three days 
In treating the chronic cases | guard against, 
as I said in my paper this morning, the re- 
moval of any tissue | can possibly avoid, and 
the anterior turbinate is left if I can possibly 
leave it. | approve of Goode’s curets and 
rasps and in my hand they are the most ex- 
cellent agents. More than that, | think they 
can be used with as little risk as anything that 
can be used in the operative work on the 
frontal sinus because the rasp cuts forward 
and they do no harm and make a good sized 
opening. I find the small rasps are easy to 
introduce and you can get in the larger ones 
and increase the size of the opening 

Dr. McHenry spoke of the Lynch operation. 
That appeals as much to me as anything | 
have read on frontal sinus operatio ns. I be- 
lieve it is well worth your while to look this 
up if you have not done so and when you are 
forced to do an external operation, attempt the 
Lynch operation 

Dr. T. W. Stallings, Tulsa: Dr. Kuyrken- 
dall’s paper dealt with frontal sinus involve- 
ment generally, including the acute and chronic, 
did it not? 


In reference to the acute I would like to say 
that I believe Dr. McHenry suggested along 
that line the anatomical peculiarity is possibly 
responsible in a great many cases of a chronic 
frontal sinus on account of its inability to 
drain properly. The acute frontal sinus, of 
course, is due to the various infections and the 
lack of drainage. I have never met with any 
difficulty in treating those cases. They have 
always yielded rather promptly, the majority 
of them, to the shrinking and suction, fre- 
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quently enough to keep them well drained, 
and where those cases are confined to their 
bed, I keep them sitting up in the day time, 
part of the time, because that will encourage 
the drainage and reduce the amount of pain 
they might have. 

In reference to the ocular pain that was 
mentioned | believe by Dr. McHenry, or 
referred to in some way—the doctor referred 
to it in his paper that is possibly due to the 
act of convergence with the pulling of the 
superior oblique on the orbital plate. That 
pulling will sometimes give you that pain, 
especially where those patients confined have 
a tendency to want to read, and I try to advise 
them to refrain from using the eyes or from 
any act of convergence as much as possible. 

Dr. W. T. Salmon, Oklahoma City: I 
suppose we have all had a number of these 
cases following the flu, and my opinion has 
been somewhat altered in the treatment, 
especially surgical treatment, upon sinus 
trouble. ‘The first thing in all troubles is the 
diagnosis and no one, hardly, has trouble in 
diagnosing the frontal sinus trouble. They 
are such pronounced symptoms that you 
usually understand when they come into the 
office that you have a frontal sinus trouble. 
However, there are other conditions in which 
it may be confusing and you may make a grave 
mistake. 

Recently I had a case that came in and 
diagnosed their own case as frontal sinus 
trouble and in making up the history | thought 
it also had antrum trouble and the X-ray 
showed a tooth that had never prese nted itself 
that was lying cross-wise. Upon the ex- 
traction of the tooth this frontal sinus trouble 
entirely disappeared. 

But what | want to speak on mostly in the 
diagnosis is the assistance in diagnosis, 
transillumination, the shadow tests, the X-ray. 
I have never been an expert with any instru- 
ment of that nature in the diagnosis of these 
cases. The gravest mistakes that I have ever 
made in diagnosis of sinusitis have been 
from information furnished by transillumina- 
tors and X-rays. I think we should discuss 
those things. It is nothing uncommon for a 
man with one of these instruments to walk 
into the office and stick something under the 
eye and show you a shadow that looks pretty 
good, but in my hands they have never been 
of assistance to me. I have had the prettiest 
pictures made in the world and I knew I had 
pus and so forth in the frontal sinus and open- 
ing them found normal conditions. I would 
never have made a mistake if | had depended 
on the symptoms in opening a place unless 
the X-ray had lied to me. And I haven’t 


seen, in a long time, a frontal sinus that 
couldn’t be cured without an external opera- 


tion. However, unless there are granulations 
there—I didn’t happen to get the cases where 
there were granulations—they are full of pus 
The pus is making the pressure and making 
the pain. If you can drain this by removing 
the pressure in the nose or draining the tissues 
by opening the canal which is a very difficult 
thing to do. Bur all my cases got well easier 
and quicker than those | did with an external! 
operation. If you have an external operation, 
you still have a condition there that is just as 
bad as those in which you shrink the tissues 
and drain them. 

Dr. G. Pinnell, Miami: I think differently 
from the opinion expressed by the doctor 
that it is seldom necessary to do an external 
operation. I think when it is necessary it is 
probably best done by the local anasthetic. 
I have recently had an opportunity to watch 
Dr. Bobunchum of New Orleans do his radical! 
Knapp operation modified by himself. He 
does that by injecting Meckels ganglion, one 
half of one per cent, injecting the supra-orbital 
and the inferior and posterior ethmoid and 
makes a very satisfactory anasthetic. He 
places the patient in a position most advanta- 
geous to the operation and is troubled very 
little with hemorrhage. It strikes me quite 
an advantage over a general anasthetic. 

Dr. Edward F. Davis, Oklahoma City: | 
can’t explain the production of pain in these 
cases on attempting to use the eyes, but | am 
sure it is not due to the superior oblique which 
is an abductor rather than an adductor 
Perhaps there might be congestion of the 
orbital tissues and the internal rectus and 
superior rectus in working through cause this 
symptom in the effort at accommodation and 
convergence, but, certainly it is not due to the 
superior oblique. 

Dr. Kuyrkendall, closing: The main ob- 
ject in writing this paper has been to elicit 
discussion. I certainly am very grateful to 
all of you for the discussion of my paper and | 
have enjoyed each and every one’s discussion 
and I| am sure that some valuable points have 
been brought out that I myself was unable to 
incorporate in the paper. As I said this morn- 
ing, | am doubly sorry now that | didn’t get a 
copy of my paper to Dr. McHenry in time for 
him to give it more thorough discussion than 
what he did. 

As I stated in the first part of my paper, | 
took up the frontal'sinuses only. I mentioned 
the fact that it was rare indeed to find the 
frontal sinuses by themselves affected. Some 
discussion arose as to the point brought out 
and | brought it out in my paper that it was 
of the frontal sinuses only that | was speaking; 
not taking into consideration any of the other 
sinuses. I have seen one case of gonorrhea 
of the nose wherein the frontal sinus was in- 
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I speak of frontal sinuses only; I 
up any of the other sinuses. 


volved 
won't take 
he mucous membrane in the nose, as you 


know, is of practically the same construction 
as the mucous membrane of the urethera, so 
it is possible to have a gonorrheal infection of 
the nose the same as of the penis. Of course, 
in your syphilitic infections you may have a 
general involvement not confined alone to your 
frontal sinus. The that | have seen 
have been early in the disease. The majority 
of them have had a certain amount of dizzi- 


cases 


ness and vertigo, the dizziness and vertigo, of 


course, depending upon the severity of the 
condition. In the mild cases where there is 
not much involvement you, of course, do not 
expect much dizziness, but where there is a 


a great involvement of the different sinuses of 


the nose, more dizziness in that 


condition 


you expect 


Now as regards operation of choice, I leave 
that up to the operator. Each and every 
man has his own particular way of handling 
these cases. I have mine and you have yours. 
Each has its advantage and 1 do not think 
there is any hard and fast rule whereby you 
can take care of each and every one of these 
cases. You must meet the condition as you 
find it and if it is your way or if by an intra- 
nasal operation you are able to accomplish 
the same result that I would accomplish by 
an extra-nasal operation, then I am for you 
Go to it on the intra-nasal route. But if you 
have a case as the one reported here wherein 
the sinus has been previously operated upon 
and upon X-ray you find on your lateral view 
that your sinus is so deep, then your intra- 
nasal operation will not give you the result 
that you want. In other words, you cannot 
I defy any man—to do an intra-nasal opera- 
tion on} that sinus, the one with the depth as 
illustrated there. (Referring to X-ray photos 
shown in connection with discussion.) I defy 
any of you to do it by the intra-nasal route 
and get all of the granulation tissue out of it. 
There was the greatest amount of granulation 
tissue in that sinus that I have ever seen in 
any frontal sinus since | have been practicing. 
This case, as | reported, had previously been 
operated by the intra-nasal route. The result 
had been, at first, very good, but due to the 
depth of the sinus the case had reverted back 
practically to its previous standing. As a 
consequence,upon examination with the X-ray 
we find that the sinus is very deep and that it 
stands up high and comes out on to the temple 

into the temple region As a consequence 
I did not feel that I could do an intra-nasal 
operation on that patient and get satisfactory 
results. I made the extra-nasal operation and 
the patient recovered. That was what we 
wanted and she is still well. The opening as 
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made in the nose was enlarged to where | could 
put my finger through the opening. In other 
words I| established adequate drainage and 
that is what you want in these cases 


A member: That is down into the nose? 


Dr. Kuyrkendall: That is down into the 
nose, yes sir l closed my skin and after | 
had made a sufficient opening as | thought 
into the nose 


A member: Did you take away the floor of 
the sinus? 

Dr. Kuyrkendall: 1 took away a part of 
the floor directly over the naso-frontal duct 
Each and every one of these operations, as | 
stated in my paper, are distinct cases within 
themselves. Yoy must be guided by your own 
conscience—if you want to put it that way 
as to how much bone you shall remove. You 
may remove a small amount or you may re- 
move a large amount as the case may be. 


As regards insects and maggots I had 
one case wherein | had maggots in the nasal 
cavity in each of the sinuses and up into the 
frontal sinus. These, of course, had found 
lodgement there—or rather the fly had gone 
into the nose and had lain the eggs. The sinus 
was open. The naso-frontal duct was wide 
open. In that there had been a great deal of 
destruction and there was adequate drainage 
after the maggots were removed. 

Dr. Todd spoke of the partition between 
the sinuses. The anatomy teaches us that 
there is a partition between the two sinuses, 
but the anatomy also tells us that sometimes 
this partition may be absent. It also teaches 
us that sometimes in woman the frontal sinuses 
themselves may be absent, so it is not con- 
stant and | did not mean to infer, Dr. Todd, 
that in all cases there was a partition nor in 
all cases there was not a partition. In this 
particular case that | report the partition was 
very, very friable. Your position and pressure, 
I called your attention to that. If you press 
over the super-orbital you are going to elicit 
pain. If you press over the ethmoid you are 
going to elicit pain and I called particular 
attention to the point where pressure should 
be made 

As regards wicks for drainage, I agree with 
Dr. Todd. The wicks are uncomfortable and 
I hate to introduce them because your patient 
will complain in spite of the fact that you have 
used cocaine 
In the very acute cases a great deal of good 
and very often all that is necessary, as Dr. 
Stallings said, is suction and the application of 
the cocaine and adrenelin, keeping the nose 
clean and using any kind of wash or oily spray 
or you may even, if you want, patronize one 
of the advertisements of the A. M. A. and use 
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the Nichols Nasal syphon. That works very 
good in cleansing the nasal cavities. 

As regards diagnosis, as Dr. Salmon said, 
I would not rely on the X-ray by itself nor 
the trans-illumination nor of the symptoms 
by themselves, but using all of the means at 
your disposal you may arrive at a fairly definite 
idea of the condition that you have. This 
case that I reported had been operated by the 
intra-nasal route, as | said, and it had not been 
successful; therefore, the extra-nasal route 
was used with success. 

I stated in my paper that the extra-nasal 
route, in reply to Dr. Pinnell, was indicated 
when you were unable to relieve your condi- 
tion by the intra-nasal route or after having 
operated by the intra-nasal route your symp- 
toms still persisted. Does that make it clear? 
I agree with Dr. Davis as regards the pain in 
the ocular region. Dr. Todd asked the 
question as regards the most frequent cause. 
In the acute cases my observation has been 
that it has been the catarrhal bacillus. After 
it becomes chronic you have a mixed infection 
and you may have streptococci, stephylococci, 
and numerous other symptoms. 

Gentlemen, | certainly appreciate the dis- 
cussion of my paper. 

Dr. D. D. Mc Henry: What I want to say 
is probably considerably out of order, but 
there have been two things said in this dis- 
cussion that I do not think should go by with- 
out something more being said about them 
and | understand we are all here to learn all 
we can from each other. Dr. Kuyrkendall 
just said he did external operation because he 
had a deep sinus. To me that is the indica- 
tion for Tone the intra-nasal operation. | 
have so much more room to work in there 
without danger of getting into the brain cavity. 
Those are the cases | especially choose to do 
the intra-nasal operation. If I have a very 
shallow frontal sinus then there isn’t room to 
do much inside without being in danger of 
getting into the brain. Second, Dr. Todd 
made the statement that he removed the 
anterior end of the middle turbinate and his 
patient died of meningitis three days later 
and he was against doing intra- nasal work 
because of that. I can’t conceive that you 
got your meningitis and your patient died 
within three days from removing the anterior 
turbinate. That is too soon for it to develop, 
That is too fast. Certainly your meningitis 
must have come from your primary frontal 
sinus infection. I mention these as they im- 


pressed me; as I can’t agree with them 
Although it is considerably out of order for 
me to raise this question here now, I take it 
we are here to get what we can out of these 
things. 


SINUSITIS AS SEEN BY THE GENERAL 
PRACTITIONER.* 
F. T. GASTINEAU, M. D. 
Pawnee, Okla. 

The purpose of this paper is not so much a 
discourse on diagnosis and treatment of 
sinusitis, as it is an appeal to the general 
practitioner to study his cases more closely 
and familiarize himself with sinusitis and its 
complications. I appeal to the general prac- 
titioner because in the majority of cases he is 
the one who first comes in contact with them, 
and, in fact, in many cases, the only one to 
see them, because less than 10% will seek the 
advice of a specialist unless referred to one by 
a general practitioner. The prevalence of 
sinus disease is realized only when the report 
of the postmortem examinations are taken 
into consideration. Skillern gives a list of 
one thousand seven hundred and one post- 
mortems from nine different autopsy tables 
with an average of 31.6% showing sinus 
suppuration. ‘Tonsils, adenoids and bad teeth 
have all come in for their share of blame in 
cases of focal infection, but the sinuses, which 
are frequently affected, are seldom blamed 
I, myself, have been a victim of an undiagnosed 
case of sinus suppuration; therefore, I have 
have the utmost sympathy with an afflicted 
person. Considering the number of high 
class physicians who missed my diagnosis, | 
am not surprised that the general run of us 
overlook the more obscure cases. 

Maxillary Sinusitis. Acute: At the_be- 
ginning of an attack of acute maxilliary 
sinusitis, there is a sense of fullness and pres- 
sure beneath the eye, and sometimes agoniz- 
ing pains involving the whole side of the face 
In the more severe cases heat, swelling and 
redness may occur over the affected cavities. 
There is a tenderness to deep pressure and 
mastication is generally painful, the teeth 
on the affected side feeling as if they were too 
long and were being crowded out of their 
sockets. When these symptoms are due to a 
collection of fluid in the antrum with closure 
of the natural opening, they may last for 
several days, and upon spontaneous evacua- 
tion of fluid there is a noticeable abatement 
of symptoms. After this evacuation the pus 
flows for a time, the course of the disease 
being marked by periods of retention, during 
which time there is severe pain which is re- 
lieved when the sinus is emptied. Some 
cases, however, pursue a more or less chronic 
course from the beginning, there being at no 
time complete closure of the natural opening 
with retention, nor any well marked symptoms, 
except a unilateral catarrh, and general ill 
health with perhaps an evening rise of tem- 


*Read in Section General Medicine, McAlester, May 
18, 1921. 
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perature which may simulate incipient tuber- 
culosis. A discharge of pus from one nostril 
which smells bad to the patient is always 
suggestive of antrum trouble 

Transillumination will show positive. This 
lack of transmission of light is bus not only to 
the presence of pus, but to inflammation of 
the ~ or lining mucous membrane, as it 
still remains positive after the pus has been 
washed out. 

You are all no doubt familiar with the above 
symptoms. They are the usual findings and 
should be easily recognized, and yet we find 
many patients who have either not suffered 
enough from an acute attack to cause them to 
seek medical aid, or having sought medical 
aid the physician was either too busy or not 
able to make a diagnosis and let them go with 
a prescription to relieve pain, hoping that 
nature would take care of it in a short time. 

The treatment in acute maxilliary sinusistis 
is adrenalin spray in the nose, suction, calomel 
purge, aspirin for pain and rest in bed. 

Chronic: The people with chronic maxil- 
lary sinusitis are the ones that have my 
sympathy. They are the ones that go from 
physician to osteopath and from osteopath to 
chiropracter, seeking relief; they are told 
that they have everything from migrane to 
a displaced cervical vertebra. 

The classical symptoms of chronic maxil- 
lary sinusitis are, attacks of headache, neural- 
gia over the affected Sinus, tenderness to deep 
pressure, in short, repeated attacks of acute 
maxillary Sinusitis, with an interval of com- 
parative freedom from symptoms. Now these 
are the conditions upon which almost anyone 
can make a diagnosis. The rest of the cases 
are allowed to suffer because of our own lack 
of ability to make a diagnosis and are turned 
out with a prescription for headache. 

The symptoms of chronic antrum empyema 
may range all the way from negligible dis- 
comfort to the severest pain and foul dis- 
charge. Actual pain in the sinus, however, 
is usually absent; neither do we find the ten- 
derness on pressure as in the acute form. 
Headache in some form is a common symptom, 
the most frequent being supra-orbital neural- 
gia, although in severe cases, when stagnation 
occurs, the pain may embrace the correspond- 
ing half of the head. 

In mild cases the pain is absent or at most 
takes on a feeling of fullness in the affected 
region. Often there are absolutely no sub- 
jective symptoms and a diagnosis is not made 
until an X-ray is taken or a needle puncture 
made. 

In moderate cases the pain is similar to 
frequent attacks of neuralgia and is character- 
ized by its indefinite localization. It is 


but rarely confined to the region of the antrum, 
and usually occurs in the supra-orbital as well 
as the infra-orbital region. In some cases it 
is entirely localized in the supra-orbital region, 
simulating frontal Sinusitis. The pain, ap- 
pearing early in the morning with a periodicity 
so accurate as to tell the time of day, is usually 
worse in the late morning and early afternoon, 
and towards night it disappe ars with the same 
accurate periodicity. This is due to the fact 
that during the night while in a reclining 
position drainage takes place, and upon arising 
there is no headache. .But soon the sinus 
begins to fill up and the pain gradually gets 
worse until partial rth vadhs takes place, upon 
which the pain is relieved. There is usually 
a hyperemic condition of the nose on the affect- 
ed side, which gradually becomes worse as the 
Sinus fills up and recedes when the sinus 
empties itself. 

In severe cases the indefinite character of 
the pain is still marked, but the feeling of 
fullness and neuralgia like pains may become 
almost unbearable. These neuralgic pains 
are often complained of on the opposite side, 
over the course of the infra-orbital nerve and 
in the parietal region. Any condition which 
causes congestion of the head increases the 
pain. 

The secretion of an antrum empyema ap- 
pears in the nose free from deformity under 
the anterior end of the middle turbinate, 
however, the various deformities and hyper- 
trophies of the nose may cause it to appear 
most any place. The apparent amount of 
secretion varies according to the amount of 
inflammation and the place of appearance 
There may be only a small amount of secretion 
which if it passes anteriorly will attract the 
attention of the patient, while a large amount 
may pass posteriorly unnoticed. Crust forma- 
tion in the naso-pharynx is also a diagnostic 
sign of much importance. In fact there may 
be no other noticeable secretion. The crusts 
are nothing more than dried secretions which 
have accumulated during the night, and are 
removed by the usual hawking and spitting. 
These are sometimes so tenacious that the 
patient is not able to rid himself of them 
during the entire day, and sometimes cause 
gagging or even vomiting. Hawking, spitting, 
and clearing the throat is a symptom that should 
not be overlooked. Skillern says that unilateral 
hypertrophy of the uncinate process and the 
anterior extremity of the middle turbinate is 
a certain sign of underlying sinus affection, 
and that unilateral occlusion from hyperemia 
is always relieved by ridding the sinus of its 
pathological condition. 

Disturbances in the pharynx and larynx are 
nearly always present. The pharynx may 
show either an atrophic condition or a gran- 





ularinflammation. ‘The affected mucous mem- 
brane of the larynx may cause a hoarseness 
with an irritation, which produces a desire 
to clear the throat at frequent intervals. 

The treatment of the chronic form is left 
for the rhinologist as we consider that it is 
too difficult for the general practitioner to 
successfully carry out. 

Frontal Sinusitis. 

Acuie: The most strking 
frontal sinusitis is the 
its symptoms. The pain is rather difficult 
to describe and may be of almost any character, 
but usually begins with a sense of fullness which 
gradually increases as the disease progresses 
until it becomes either a dull throbbing pain 
or a sharp shooting pain, or it may take on the 
character of both. The location of this pain 
is rather indefinite and usually affects more 
or less the entire frontal region, radiating from 
the sinus as a center. The condition is noted 
for its periods of quiescence and exacerbations. 
Almost anything that tends to cause a conges- 
tion of the head, such as coughing, blowing 
the nose or suddenly stooping over, may 
bring on an acute headache, which may last 
for several hours. 


thing about 


No secretion is formed at the beginning of 


the attack, but after two or three days a 
watery secretion appears, which gradually 
changes to mucoid, then muco-purulent and 
finally to purulent, which is sometimes mixed 
with blood. As the disease recedes the secre- 
tions disappear in reverse order from their ap- 
pearance. The secretion normally appears 
between the middle turbinate and the lateral 
wall of the nose, but if the nose is deformed it 
may appear almost any place, the naso-pharynx 
being a very common place. 


The hyperemic condition of the nose of the 
affécted side may or may not cause occlusion, 
and this disappears with the healing of the 
sinus. The majority of cases heal spontan- 
eously after free artificial drainage has been 
established by spreading or resecting the 
anterior third of the middle turbinate. 

The palliative treatment is adrenalin spray 
in the nose, suction, calomel purge, aspirin in 
large doses and rest in bed. 

Chronic: Chronic frontal sinusitis is al- 
ways preceded by an acute infection in which 
the sinus is without proper drainage. Headache 
in these cases may be absent, or it may assume 
all degrees from a mere feeling of fullness to a 
severe throbbing pain, depending ae, the 
amount of drainage. In well drained cases 
little discomfort is felt and the poorer the drain- 
age the more severe the headaches. The pain is 


usually diffuse during the periods of quiescence 
and located over the frontal sinus in acute 


indefinite nature of 
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exacerbations. Severe diffuse headaches in- 
dicate the involvement of other sinuses 
Occasionally the pain is the greatest in the 
healthy sinus. Tenderness is sometimes pres- 
ent and sometimes absent, and is frequently 
more pronounced in neurotic individuals with 
healthy sinuses than in stolid individuals with 
affected sinuses. Neither this nor transillumi- 
nation has been of much value in my hands. 

A slight oedema of the upper eyelids is 
sometimes noticed, appearing in the morning 
and disappearing with the headache later in 
the day. A hyperemic condition of the nose 


is present on the affected side in all cases of 


sinus suppuration. The pharynx is always 
affected, showing either an atrophic or gran- 
ular condition. Unilateral pharyngitis is path- 
ognomonic of sinus suppuration. 

The following symptoms are common to 
chronic frontal sinusitis. 

1. Severe attacks of frontal headache. 

2. Diffuse pain between attacks 

3. Headaches wotse during the early morn- 


ing. 
4. Sometimes alight oedema of upper 
eyelids. 


5. The patient takes cold easily and his 
nose stops up 

6. Catarrhal condition of the pharynx and 
larynx which causes a hawking, spitting and 
clearing of the throat 

A diagnosis of chronic frontal sinusitis is 
often a difficult problem for the rhinologist; 
and, gentlemen, nght here is where | acknow- 
ledge my limitations, and when a patient 
comes to me complaining of a few, seldom all, 
of the above symptoms, and I am not, after a 
thorough examination, able to locate his 
trouble, I send him to a specialist for a more 
complete diagnosis. 

The day is here when your patients will re- 
spect you more and have more confidence in 
your judgment if you acknowledge your limita- 
tions and send them to some one who can give 
them relief. 

Summary. 

Realizing that in such limited space the 
subject can be scarcely touched upon, the 
paper is primarily meant to be an appeal to 
the general practitioner to inform 
on this subject, not restricting himself to this 
paper, nor to any one text book, but to study 
a number of authors and make himself thor- 
oughly familiar with the subject, because 
about one out of three people that we meet 
have more or less sinus trouble, the majority 
of which are never recognized 

Maxillary Sinusitis 

Symptoms of Acute Form: 

1. Feeling of fullness and pressure within 
the Sinus. 
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2. Severe pain in whole side of face. 

3. Tenderness to deep pressure. 

4. In severe cases heat, swelling and red- 
ness over the affected area. 

5. Painful mastication. 


6. Presence of a secretion of varying 
character. 

7. Transillumination and X-ray will show 
positive 

Treatment of A ule Forms: 
Adrenalin spray in the nose, suction, calomel 


and aspirin. 


Symptoms of Chronic Form: 

The classical symptoms are those of re- 
peated attacks of the acute form, with inter- 
vals of comparative freedom from symptoms. 


Th é 


atypical symptoms are: 


Light Cases: 
1. Pain and tenderness in sinus absent 
2. Divers forms of headache common, 


the more frequent being supra-orbital neural- 
gia. 

3. Secretions slight, the usual form being 
hawking, spitting, and clearing of the throat 
early in the morning. 

4. Chronic catarrh of pharynx and larynx 
with possible bronchitis. 

5. Transillumination and X-ray 
positive. 

Moderate Cases: 

1. Attack of neuralgia at intervals. 

2. Indefinite location of pain, but rarely 
confined to region of antrum, and may be 
confined to region of frontal sinus. Head- 
ache is worse in the late morning and early 
afternoon. 

3. Secretions slight. 

4. Chronic catarrh of larynx and pharynx 
with possible bronchitis. 

5. Moderate hyperemia of nose on affected 
side. 

6. Transillumination X-ray 
positive 


usually 


and usually 


Severe Cases: 

1. Agonizing attacks of neuralgia at vary- 
ing intervals 

2. Indefinite location of pain still present. 

3. Secretion after attack usually purulent, 
tinged with blood. Between attacks the 
secretion is the same as in the mild and mod- 
erately severe forms 

4. Marked hyperemia of the 
affected side. 

5. Chronic catarrh of larynx and pharynx 
with possible bronchitis 

6. Transillumination and X-ray 


nose on 


positive. 


Treatment of Chronic Form: 

The treatment of all forms of chronic Maxil- 
lary Sinusitis is left to the specialist because 
we consider it too dificult for the general 
practitioner to carry out successfully. 


Frontal Sinusitis. 

Symptoms of Acute Frontal 

1. Sense of fullness and pressure in frontal 
region increasing to neuralgia. 
Indefinite location of pain 
Tenderness upon deep pressure 

4. Periods of quiescence and exacerbations 

5. Secretion absent at first, then appearing 
watery in character and changing to mucoid, 
muco-purulent and purulent 

6. Hyperemia of nose on affected side. 

7. Transillumination is of little value. 

Treatment of Acute Frontal Sinusitis: 

The treatment consists of adrenalin spray 
in the nose, suction, calomel purge and large 
doses of aspirin 


Sinusttts: 


wb 


Symptoms of Chronic Frontal Sinusitis: 

1. Diffuse pains during periods of quies- 
cence 

2. Pains over frontal Sinus during acute 
exacerbations. (Severe diffuse headache sig- 
nihes the involvement of other Sinuses.) 

3. Headache worse during morning hours 

4. Sometimes slight oedema of upper 
eyelids. 
5. Hyperemia of nose on affected side. 

6. Catarrhal condition of pharynx and 
larynx with possible bronchitis. 

Treatment of Chronic Frontal Sinusitis: 

The treatment of chronic frontal sinusitis 
is too difficult for the general practitioner to 
carry out successfully 

Diagnose your case, acknowledge your limi- 


tations, and send your patient to some one 
that can give him relief. 
Discussion. 
Dr. P. F. Erwin, Wellston, Oklahoma 


We are concerned more with the diagnosis 
of these conditions, as general practitioners, 
than with the treatment, and the symptoms 
are very important because of the fact that, 
if the diagnosis is not made, the treatment 
cannot be applied. When we consider the 
damage which may result from a_ sinusitis 
that is not diagnosed and treated,:such as the 
effect on the heart which may not be apparent 
until many years later, we can see that an 
accurate diagnosis is important. This trouble 
frequently begins with an infection of the 
tonsils and adenoids and the general prac- 
titioner thinks it unnecessary to remove them 
This may be correct but they should receive 
our careful attention 

Just a word with reference to the diagnosis, 
which Dr. Gastineau has already so ably dis- 
cussed. We know that in children the frontal 
sinus does not exist and does not appear until 
the child is eight or nine years old. But the 
ethmoidal and sphenoidal sinuses may become 
infected, if free drainage from the tonsils is 
stopped and the beginning of a chronic sinus- 
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itis made possible. Many of these cases may 
be diagnosed as neuralgia or neuritis and if the 
antrum is infected it is easy for the infraorbital 
nerve to be involved, located as it is in a groove 
in the roof of the antrum, and we diagnose the 
condition neuralgia or neuritis. These cases 
need the treatment of a specialist instead of a 


prescription for neuralgia which they so fre- 
quently receive. 
THE IMPORTANCE OF EARLY DIAG- 


NOSIS IN TOXIC 
GOITER.* 

R. M. HOWARD, M. D. 

Oklahoma City, Okla. 

It is now pretty generally recognized that 
we have two types of goiter that give rise to 
toxic symptoms, i. e; the true hyperplastic, 
or exophthalmic type and the adenomatous 
type, both when present giving a rather similar 
picture, but each differing markedly in its 
history of development. The first represent- 
ing a true hyperplasia of the gland, develops 
in.a few weeks or months time, most often in 
patients who have not previously had a goiter. 
The symptoms of hyperthyroidism gradually 
become noticeable. fn a few months time 
they reach their height. If the patient sur- 
vives, the toxemia gradually subsides, only 
to be followed by other waves, each leaving 
its permanent damage to the vital organs. 
From the beginning the patient probably 
never returns to normal in a large per cent of 
the cases. Tachycardia, tremor, nervous ex- 
citability, vaso-motor disturbances, loss of 
weight and strength, the exophthalmos of 
varying degrees are the prominent symptoms. 
The gland, while usually noticeably enlaaged, 
may at times be so little changed in size as to 
be difficult of recognition. The average age 
of its incidence is thirty-two years, although 
it ranges from early childhood to advanced 
years. 

In the adenomatous type a different clinical 
course is presented. Toxic symptoms occur 
in these cases in patients who have had, as a 
rule, for a long time an apparently innocent 
goiter, the average time of the appearance of 
symptoms being from fourteen to twenty 
years after the enlargement was first noticed. 
The symptoms do not as a rule come on in 
acute crises, as they do in the exophthalmic 
type, but develop more slowly and progressive- 
ly. Aside from this, and the absence of ex- 
ophthalmos, the symptoms are very similar 
to those of the hyperplastic type, although the 
cardiac symptoms in the adenomatous type 
seem to be more prominent and there is usually 
a slight rise in blood pressure. Pathologically 


and Throat, Oklaho- 
May 18, 1921. 
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they differ in that in the former there is a true 
hyperplasia of the normal secreting portion of 
the gland, while in the latter there is hyper- 
tryphy of the tissue in the new growths or 
adenoma. 

For the purpose of this discussion then we 
may proceed on the assumption that exoph- 
thalmic goiter and the related condition, toxic 
adenoma, are characterized by an altered 
function of the thyroid gland, principally an 
increased secretion, and that this increased 
secretion profoundly affects certain of the 
vital organs, resulting if allowed to proceed, 
in degenerations that will finally prove perma- 
nent. 

The degree of this toxicity is not always 
easy to determine, the degree of degeneration 
that has taken place is difficult to estimate, 
and the resistance of the patient to any pro- 
cedure for his relief is uncertain. These 
questions have not been answered very definite- 
ly by any of the writers on this subject. All 
agree, however, that the earlier the toxicity 
can be determined the easier these questions 
can be solved. 

Early tuberculosis and certain nervous 
affections, notably the so-called neurasthenias, 
will offer the greatest difficulties in their early 
differention from thyro-toxicosis. 

Through the work of numerous investigators, 
it has been determined that the thyroid gland 
controls the energy output of the body, that 
the oxygen consumption and the correspond- 
ing carbondioxide output is an index to the 
amount of energy being produced. In other 
words that the metabolic rate of an individual 
depends on thyroid activity and that this can 
be measured by determining the intake of 
oxygen and the output of carbondioxide. 

It has been proved from observations that 
thyroid activity is the only factor, aside from 
acute fevers, certain leukemia, pituitary dis- 
orders and muscular exertion, that at all af- 
fect the basal metabolic rate. For the past 
few months we have been using this test on 
all of our cases and have found it invaluable 
in making an early diagnosis and in different- 
iating these from the above mentioned dis- 
orders, as well as in determining the degree of 
activity of the gland in the unquestioned cases. 

Goetch, (1) basing his analysis on Cannon’s 
experiments, believes that in hyper-thyroidism 
there is a sensitization of the sympathetic 
system and, therefore, a hyper-sensitiveness 
to epinephrin. He has suggested the in- 
jection of the latter, and the recording of the 
succeeding Variations in pulse and respiration 
rate, blood pressure, vaso-motor and psychic 
phenomena, which constitutes a reaction whose 
severity is proportional to the degree of hyper- 
thyroidism. 
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This test in his hands has proven valuable 
in differentiating between certain obscure 
cases of exophthalmic goiter, or of thyroid 
adenoma with thyro-toxicosis, and neuras- 
thenia and early tuberculosis 

In using this test routinely on those cases 
subjected to the metabolic test, we have found 
that it does not always agree with the meta- 
bolic findings. There has not been a sufh- 
cient number of cases as yet though on which 
to base conclusions. 


In dealing with these goiters, much will 
depend on the condition of the patient when 
he comes under observation. The promise of 
relief and the hazard of the procedure depend 
on a careful estimation of the degree of the 
toxicity, and the damage that has already 
been done. In the exophthalmic cases rest 
does much to aleviate the symptoms, and 
while under this procedure many cases ap- 
parently subside, but few are permanently 
well. Nearly all later have recurrences of 
severe activity or develop changes in the 
heart and nervous system as a result of a per- 
sistent low grade toxicity. We have heard 
much about the X-ray ther rapy lately for this 
condition. Frazier (2) says in a recent article 
“With regard to the X-ray therapeutics in 
general, all the reports which I have seen deal 
in generalities and do not give end results 
The writers of these reports would lead us to 
believe that the results are almost generally 
good and, one would infer, better than the 
results of surgery. The insinuation is made 
also that X-ray therapy is without danger 
To this, however, I take exception. In the 
first place Holmes and Merrill tell us that the 
gland may be destroyed and a state of hypo- 
thyroidism produced if treatment is pushed 
too fast The changes go on in the gland 
after treatment has been discontinued. Second- 
ly, the toxemia may be increased to a dan- 
gerous degree by the first treatment, and cases 
have been recorded where the reaction follow- 


ing Roentgen therapy has been fatal. Third- 
ly, the increase in connective tissue makes 
subsequent operation more difficult.” 


In the earlier and milder cases surgery is the 
safest and surest treatment by far, and the 
results are uniformly good. In those of severe 
degree careful preparation is nece ssary to make 
the procedure permissible. Rest, preliminary 
ligation, injection of the gland with hot water 
or quinin-urea solution, all at times must be 
taken advantage of. The height of a wave of 
activity as indicated by the high metabolic 
rate must be avoided. All of these cases, if 
they can be controlled, can by careful manage- 
ment as above outlined be made fairly safe 
surgical risks 

The toxic adenoma, to my mind, are not 
curable by medical treatment, neither are they 


favorably influenced by the X-ray, or in- 
jections of various sorts. From the first they 
are sugical, and never more favorably so than 
when first seen, except in those cases of long- 
standing where too many permanent degenera- 
tions have om place. A period of rest in 
this type of hyper-thyroidism is often ad- 
visable before operation. Late toxic adenoma 
while offering fewer difficulties at operation 
are no less grave surgical risks than the exoph- 
thalmic type. In both of these classes of 
trouble we see too often patients who have 
carried the activity too long for relief by any 
procedure. Operation should be avoided in 
such instances 

A thyro-toxic patient's condition is the 
factor that will determine the treatment. The 
most probable estimate of this may be gained 
from points in the history, the variation of 
body weight, the elevation of the pulse, and 
metabolism. 


An early recognition of toxic goiter, be it of 
the hyper-plastic or toxic adenomatous type, 
will very greatly decrease the difficulties that 
one must solve to make these cases safe for 
surgical procedure. The long period of in- 
validism, the permanently crippled organs, 
the operative mortality, each can be reduced 
to a minimum by being alert in our diagnosis 
Those individuals with hyper-thyroid activity 
are living too fast, they are reducing their 
normal expectancy in just the proportion of 
its degree and the length of its existence 

The cases submitted to surgery early are 
not only easier and safer to do, but make 
better, more permanent, and more rapid re- 
coveries. We are being called on too often to 
treat the advanced cases, many of which have 
been under medical care for months. It is 
not unusual to have patients come in seriously 
toxic who have recently been subjected to 
other surgical procedures, hoping thereby for 
relief. These were commendable procedures 
under ordinary circumstances, but extremely 
dangerous to the lives of patients in such con- 
dition, patients whose compensation is_bare- 


ly sufhcient to carry them on. Thyro- 
toxic patients stand any operation badly 
Che role of focal infection in its relation to 


thyro-toxicosis has much to support it from a 
causative standpoint, but attempts at its re- 
lief in the face of severe toxicity should not be 
made and have no pathologic or therapeutic 
basis to support them Their correction had 
best follow, rather than precede the measures 
instituted for the relief of the thyroid activity 

In conclusion, permit me to say that there 
is no more serious operation that the surgeon 
is called on to do than that of operating on 
late cases of toxic goiter, while early in the 
course of the disease the technical difficulties 
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are fewer and the mortality rate correspond- 
ingly lower. 

(1) Goetch, E.—Newer Methods in Diag- 
nosis of Thyroid Disorders, Pathological and 
Clinical. N. Y. State J. M., 1918 

(2) Frazier, Chas. H.—The Management 
of Toxic Goiter from the Surgical Point of 
View. Annals of Surgery, Aug. 1920. 

Dr. L. M. Westfall, Chairman, Oklahoma 
City: The discussion of this timely paper 
has been interesting indeed and I think often- 
times the real extra value comes from the 
discussion. I hope in the following papers 
that there will be free discussion. There is a 
subject in which we, as specialists, are very 
much interested; more so now than we have 
been in the past for the reason that we are 
coming to realize its importance as never be- 
fore. I refer to hyperthyroidism and that, 
in connection with our work, especially in 
tonsil work, | feel is extremely important 
Dr. Howard, a general surgeon of Oklahoma 
City, has done some very excellent work along 
this line and I feel that his experience and 
conclusions in regard to this work would be of 
a good deal of value to us, hence I asked Dr 
Howard to present a paper before our section 
today and he has very kindly consented to do 
so. 


Discussion. 

Dr. A. W. Roth, Tulsa: Mr. Chairman 
and gentlemen: In discussing this excellent 
paper of Dr. Howard’s, I am a little at a loss, 
not doing the surgical end of goiters nor treat- 
ing surgically, and his paper, while it is early 
diagnosis, does deal a good deal with the treat- 
ment. ‘There is no doubt whatsoever that the 

early diagnosis in hyperthyroidism, as in any 

par vd disease, is desirable, and that it is made 
in the great majority of cases early and, with 
the tests that the doctor pointed out, should 
be made in practically all cases in their very 
beginning. There is a great difficulty, though, 
even after your diagnosis is made, in bringing 
these people to an operation. The time has 
gone on and people have let their goiters grow 
and they have that idea yet. 

In exophthalmic type the symptoms are 
severe and more shocking to the patient at the 
incipient stage and consequently may come to 
an operation more quickly. but in the adenoma- 
tous type they have carried this old lump 
around on their neck so long they are really 
lonely without it and the symptoms have to 
become quite severe before they are willing to 
submit to operative procedure. In point of 
treatment the doctor has had wonderfully 
good results in his surgery The X-ray man is 
just as sure as the doctor and he attributes 
about fifty per cent of surgical cases as curable 
cases and about ninety per cent of X-ray cases 


curative. I believe and understand in the 
very toxic cases the Mayos subject them to 
X- -ray before the operative procedure, to reduce 
the toxic condition and if that will reduce the 
toxic condition and bring an inoperative case 
to an operative condition in a week or ten days 
or two weeks, if that treatment was prolonged 
why would it not result in a cure? Again, if 
these cases are as they say all bad surgical 
risks and the X-ray is resulting in such good 
recoveries, why isn’t it well go to on with this 
X-ray until you are sure your case will not 
respond entirely to the X-ray? The cry, | 
think, is not very strong for the operative 
procedure of the exophthalmic type and is 
growing less so as time goes on. The influence 
of the tonsils, the lingual tonsil and the vinous 
region on the goiter certainly is marked. | 
notice that some of the X-ray men claim that 
the treatment with X-ray is not as satisfactory 
unless the vinous region is also treated; that if 
by treating the goiter from the four different 
directions, cross-treating in each direction for 
about four minutes, that they claim the like- 
lihood of danger is very small, if at all. | 
think that Shamreau and Sloiter both recom- 
mend treatment of the lingual tonsil even if 
there is no evidence of inflammation in the 
tonsil itself; that that treatment results in, 
first, a softening of the gland and then a shrink- 
ing inits size. As far as the danger from X-ray 
or from surgery is concerned, it is like Dr. Todd 
spoke here a moment ago, it is absolutely in 
the hands of the man who does the work 
His experience and his knowledge and _ his 
technique are the things that make it dan- 
gerous or not dangerous. 

Dr. D. D. Mc Henry, Oklahoma City: Mr. 
Chairman, I don’t know anything about toxic 
goiter. Since it has been called to our 
attention that infections of the mouth may be 
partly the cause of some small enlargements 
of the gland becoming toxic, or even partly 
the cause of some enlargements of the gland, 
I have made it a rule to examine the thyroid 
gland when examining tonsils, and if I found a 
slight enlargement of the gland without any 
toxic symptoms, making that one of the reasons 
why those tonsils should be removed. | 
think it was one of Mayo’s men who, a year 
or two ago in disc ussing a tonsil que stion, gave 
that as one of the reasons why tonsils should 
be removed, as a preventative of a slight en- 
largement of the gland becoming larger or be- 
coming toxic. Of course, the removal of the 
tonsil would also apply to the removal of in- 
fected teeth or any other infection about the 
mouth and I think this is the thing we should 
take into consideration and, as | say, call it 
one of the reasons why that infected tonsil or 
teeth should be removed. 


Dr. H. Coulter Todd, Oklahoma City: Mr. 
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Chairman, I personally appreciate Dr. How- 
ard’s paper and I agree with him very thorough- 
ly, first, from the fact that | am bound to be- 
cause I do not know much about the subject 
and, secondly, because the paper sounds very 
reasonable to me. I am going to discuss it 
from just one angle and that is the standpoint 
of operation in case of toxic adenoma. There 
is no question in my mind about the serious 
possibilities attendant upon such operations 
because I have had the unfortunate experience 
of having a patient die within a week from 
toxic goiter following a tonsil operation which 
I did. Notwithstanding the fact that I was 
warned before operating on the patient that | 
had better not do it by a man in whose judg- 
ment | had a good deal of confidence. Un- 
fortunately at that time I| did not know the 
seriousness of disturbing one of these patients 
during the height of the wave of activity Dr 
Howard spoke about. Some of these patients 
in this toxic condition seem to be just barely 
getting by and it is surprising what a little 
shock it often takes to destroy that balance 
My patient referred to was operated on with 
the least shock and operated rapidly, under 
local anasthesia and declared it to be painless 
She was in splendid condition for about thirty- 
six hours after operation, when all the symp- 
toms became aggravated, the pulse rapid and 
just simply went on increasing in rapidity 
until the patient died with every evidence of 
toxic goiter. So I would urge, in view of this 
case and other experiences, that when we have 
a case that presents itself to us as being a case 
of toxic goiter, if we are not competent to pass 
judgment and know the condition of that 
patient, we ought to pass that patient over to 
somebody who is able to recognize the real 
condition of the patient before we at- 
tempt an operation, even though it may be 
considered a very simple operation. 

In view of the fact that we have tests now 
that are reasonably reliable | do not think 
any man is justifed in submitting a patient 
with toxic goiter to an operation of any kind 
unless they understand their condition thor- 
oughly. Personally, | am more than glad to 
hear Dr. Howard’s paper and it is my purpose 
to endeavor to understand this condition bet- 
ter. I| believe it is going to weave itself into 
a great many conditions, medical and surgical, 
that we do not associate it with today. 

Dr. E. S. Ferguson, Oklahoma City: I en- 
joyed Dr. Howard's paper very much. | 
think we are fortunate in having this subject 
presented so well at this time 

| have made it a practice for some time to 
examine the thyroid gland in practically all 

cases of patients that come to me for an ex- 
amination of the throat or with the idea of 
having tonsils removed. I have never re- 
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moved a pair of tonsils knowingly in a case of 
goiter that showed hype rthyroidism Not 
doing that particular line of work myself, | 
refer these cases for examination, even though 
the toxic symptoms are practically negative, 
in ordgr to avoid the possibility of danger in 
any operative procedure that might be used 
If there is a slight enlargement of the gland 
without any toxic symptoms, | think the ton- 
sils, probably, can be safely removed or teeth 
can be removed in order to get rid of infections 
that may have something to do with the en- 
largement of this gland without having a true 
or typical goiter condition. 

The exophthalmic goiters have been the 
ones that have been disappointing, following 
surgical procedures, in my observation. The 
majority of cases that reach the stage of an 
exophthalmos, apparently, are not greatly 
benefitted so far as exophthalmos is concerned 
by the removal of this gland. I haven't looked 
into this subject enough to make that state- 
ment a positive one from the standpoint of 
other men, but | can do so from personal ex- 
perience. The exophthalmos in a great many 
cases has continued to increase in my Observa- 
tion. I have only one case that I can recall 
where there has been any lessening of the ex- 
ophthalmos and in that one only to a very 
slight degree I would like to hear further 
from Dr. Howard touching on that subject 
in his closing remarks. 

I think his statement regarding the early 
diagnosis of these cases and early procedure of 
whatever is necessary to be done, is of great 
importance. If these cases can be operated 
and relieved before they reach that state of 
organic changes in other parts of the body, 
they are favorable cases in which you can ex- 
pect a cure. Unfortunately, as Dr. Roth has 
stated, the patients usually object until the 
symptoms are so marked and their distress 
is so great that they must have relief. In 
quite a numper of cases in my hands, the first 
complaint has been a slight fullness of choking 
in the throat or a feeling or choking, com- 
plaining that there must be something in the 
throat because of the distress. No toxic 
symptoms, only they will have paroxysms, 
sometimes, of choking and almost constantly 
feel a fullness in the throat. Some of those 
cases may be relieved without operation, but 
they should be examined early to see whether 
or not they are developing and beginning a 
typical goiter condition. The examination 
should be carried on that Dr. Howard has 
mentioned to give you a rather definite idea of 
the functionating of this gland 

Dr. Howard, Closing: I thank you for the 
able discussion of my paper. Dr. Roth spoke 
of the difficulties of inducing patients to have 
operations and | think that is true. We do 


. 
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have a great deal of difficulty in inducing 
patients to have operations for goiter. They 
would much rather have something else done 
that even promises but a little relief if they 
feel there is any chance at all of getting it 
However, the people are becoming a little 
better educated about goiter. A good many 
of these cases are to be found in each com 
munity and I think it is going to be easier to 
get these patients to submit to treatment for 
this condition. In fact the laity hears so much 
about goiter that we are having a lot of pa- 
tients coming in who don’t have them at all 
but who insist that they must have something 
the matter with the thyroid gland because 
they have had one or two neighbors who had 
been operated for goiter and they themselves 
believed that they have similar symptoms. 

Dr. Roth also spoke of the X-ray for the 
toxic cases. We do use that a good deal i 
the preparation of these patients for operation. 
It has long been the custom of the doctor in 
the exophthalmic type to expose the thymus 
to therapy before operation. We are not 
just absolutely certain of our basis for this, 
however. In a recent article Cheever pro- 
duced in the Annals of Surgery, | think it was, 
he advanced the idea that perhaps an en- 
larged thymus wasn’t a bad thing to have in 
these cases, and cited three cases, | think 1 
was, that died following operation on whom 
post mortem was held and it was found that 
there was practically no evidence of the thymus 
gland at all, and he brought up the point as to 
whether or not the thymus may act some- 
what as a protecting agent In the exoph- 
thalmic cases the majority of the men believe 
that the thymus should be exposed to therapy 
before operation. 

I emphasized, perhaps, a little too much the 
X-ray therapy of these cases. I did so largely 
because of the extreme claims that the X-ray 
men are making along this line, and I feel it 
is just a little uncertain and the extent or the 
limitation that they can put on the amount 
of change they produce in the gland is not 
definite. 

Not long ago I operated a case that 
microscopical examination proved to be car- 
cinoma of the thyroid. | promptly had 
radium and X-ray used on this patient. She 
dropped out of sight and I didn’t see her for 
a few months and I met Dr. McHenry one day 
and he said “‘Have you seen so and so lately?’ 
“No.” “‘Well, things are not all right with 
her.” I called her up right away and had 
her come into the ofhce and she showed every 
evidence of a hypo-thyroidism. This shows 
that the X-ray and radium does have an ef- 
fect on the thyroid gland. I had removed 


wee of the gland and the little of it left 
ad been practically destroyed by the X-ray 


and radium. I put her on thyroxin and in two 
weeks time she looked like a different individ- 
ual. She will probably have to go through life 
taking a little thyroxin right along. But that 
does illustrate that we get a very marked 
effect from radium and X-ray on the thyroid 
gland and, perhaps, when we have learned to 
limit it and to know where to stop, it may be 
of more practical value than it is today. 


Dr. Todd spoke of the mortality of doing 
tonsil operations in severely toxic cases. | 
think that is an important point. As I said 
in the paper, these people don’t have much 
in reserve. It takes about all they have to 
keep them going and if you submit them to an 
operation like the removal of the tonsils, 
especially without preparation, as it is neces- 
sary for us to do in these severely toxic cases 
to operate on the thyroid, | think it is an ex- 
tremely dangerous procedure and | question 
the value of the procedure at that time. In 
other words, we admit that the focal infec- 
tions may have something to do with the 
development of the condition originally, but 
doubt whether a removal of that focal in- 
fection can influence the case if it is severely 
toxic. 

Dr. Ferguson spoke of the disappointment 
in surgery of the exophthalmic type of thyroid 
and he is entirely correct in it. While we get 
about eighty per cent of cures in these cases, 
of the other twenty per cent some of them are 
not aided very much and the others are im- 
proved. That percentage is better today 
than it has been in the past. It has been a 
problem to know how much thy roid tissue to 
remove in these cases. For a while we thought 
that the removal of one lobe was sufficient 
Then we removed one lobe and the isthmus 
Then a resection of both lobes with the isthmus 
and now, in the exophthalmic type, most of 
the operators are removing practically all of 
the gland. They are leaving just a little thin 
layer of thyroid tissue on the posterior capsule 
in front of which we must always stay in order 
to be safe as far as the nerve and para-thyroids 
are concerned. By doing that we are getting 
begter results. 

Dr. Ferguson spoke of the exophthalmos 
persisting. It unfortunately does in a large 
number of these cases and particularly will 
you notice that it often increases during the 
few weeks following operation. I think this 
is due to the extra amount of toxicity that the 
patient gets following the procedure. De- 
finitely it is not known just why you get the 
exophthalmos. We know that muscular weak- 
ness 1s one of the most permanent symptoms 
we get in a toxic goiter and particularly the 
exophthalmic type and it undoubtedly is 
largely due to that. 

I did not take up the type of anasthetic 
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in doing this work. I believe in the severely 
toxic Cases they should all be done with local 
anasthesia and | believe if you are going to 
carry out the removal of tonsils or infected 
teeth, in any of these cases that are mildly 
toxic, then that local anasthesia is the thing 
to use. Don’t subject these patients to a 
general anasthetic. 

There is one other thing | think is of im- 
portance that | didn’t bring out in the paper 
and is not directly related to this subject and 
yet it is, indirectly, too, and that is the thyroid 
of adolescence. Much work has been done 
along the line of these types of goiters of late 
and it is believed that we can, by treating them, 
prevent the development of active thyroids 
later in life. This work hasn’t been carried 
on long enough for us to be sure of that. The 
work has been done principally in Cleveland 
and Boston in examining the school children— 
the girls about the age of puberty. We all 
know how often we see those youngsters with 
enlarged thyroids. By putting these patients 
on sodium iodide, 5 to 7 1-2 grains three times a 
day for six weeks in the spring and in the fall 
we believe that practically all of them will 
disappear. I have a number of them that 
have disappeared after the first six weeks of 
treatment and the theory is if we get rid of 
these goiters promptly in adolescence we will 
perhaps avoid goiters later in life that may 
be troublesome. I thank you. (Applause) 


POINTS OF INTEREST IN THE LOWER 
UTERINE SEGMENT AND 

CERVIX.* 

OSBORN, M. D., F. A. C. S. 

Tulsa, Oklahoma 


Introduction. 

About the only introduction I wish to make 
to the subject matter of this paper is; that it is 
old; so old that it is new, and I only hope, per- 
chance, to revive a worth-while idea. Some- 
times in our attempts to keep up-to-date in 
practice we forget or for the moment crowd out 
of mind things most important and sometimes 
the scientifice and practical gives way to the 
popular fad. 


It is interesting to note that our present 
knowledge or conception of the lower uterine 
segment and cervix is the piecemeal accumula- 
tion of investigators and clinicians for a period 
of over two hundred years and that even now 
we find the most recent text books and clinical 
reports differing to the point of confusion. 
The knowledge of the anatomy and of the 
physiology of this portion of the pregnant 
uterus has grown apace, however, and as the 
anatomy, both gross and histological, has 
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*Read in Section on Obstetrics and Pediatrics, McAI- 
ester, May 18, 1921, 





been very thoroughly worked out and phy- 
siclogical research seems to have proven most 
of the activities of the uterus in pregnancy and 
labor, it is now up to the obstetrical clinician 
to apply these facts, and it is only possible 
for him to do so by having a clear conception 
of them 


The uterus in the non-pregnant state is 
anatomically divided into a fundus and cervix, 
and it is the changes due to pregnancy that de- 
velopes what is termed the lower uterine seg- 
ment, which is a distinct portion of the preg- 
nant utcrus between the fundus and cervix 
However, according to- Williams, “‘Veit demon- 
strated that for several millimetres above the 
internal os the lower part of the uterine cavity 
is represented by a small canal which he 
designated as the ‘Eng Pass’ (narrow passage) 
and from which he believes the structure in 
question developed.” 


Anatomical Points. 


In taking up the anatomy let us remember 
that the embryological origin of the uterus is 
from the Muellerian ducts which in the embryo 
grow downward, unite between the embryonic 
ureters, and form the vagina and uterus 
Then as the foetus develops the fundus pushes 
up under the peritoneum of the pelvis between 
the bladder and rectum, but in closer relation 
with the bladder so that anteriorly the perito- 
neum does not fall as low as it does posteriorly 
where it dips down to form the pouch of Doug- 
las and falls between the utero-sacral liga- 
ments, almost coming in contact with the 
posterior vaginal fornix. Latterly the peri- 
toneum is reflected off on the broad and round 
ligaments. Note that all the uterine liga- 
ments and virtually all what we are calling the 
lower segment and cervix are extra peritoneal 
and at the end of pregnancy we find only a 
small portion of the posterior aspect of the 
lower segment actually in close contact with 
the peritoneum. Anteriorly the development 
of the fundus during pregnancy lifts the utero- 
vesical fold of peritoneum so that as a pouch 
it is practically obliterated and thus the an- 
terior aspect of the lower uterine segment be- 
comes separated from the bladder, and the 
peritoneum is so loosely attached that it can 
hardly be considered as a covering or a layer 
of the uterine wall at this point. This is a 
point of practical importance in doing either 
a vaginal or extra peritoneal Caesarean sec- 
tion. In the vaginal section there is no difh- 
culty in separating the bladder from its attach- 
ment to the cervix and the incision necessary 
does not reach near to the peritoneum if the 
bladder is held up out of the way 

The possibility of extra peritoneal supra 
pubic section due to this separation and lax- 
ness of the peritoneum in the region of the 
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anterior aspect of the lower uterine segment 
has theoretically removed the objection to 
section in the infected and potentially infected 
cases. While the idea originated over a hun- 
dred years ago not many surgeons have under- 
taken this operation until recently and are 
now doing modifications of it; that is, section- 
ing the lower uterine segment but invading 
the peritoneal cavity; thus taking advantage 
of this changed relation of the peritoneum to 
the uterine wall. 


Whether these operations have advantages 
over the classical Caesarean section, will not 
be discussed in this paper, as | desire to men- 
tion later a phenomenon of the uterus during 
labor which if observed and practically applied 
would reduce infections to a minimum, and in 
the absence of infection, the Classical section 
I believe is the one of choice, anatomically and 
physiologically considered. 


As the uterus is the result of the union of 


the embryonal fallopian tubes we find its 
three muscular layers correspond numerically 
with the muscular layers of the tubes but their 
distinctness of arrangement is lost and the 
middle layer, whose fibers are circular in the 
tubes, is developed into a very complex muscle 
in the pregnant uterus contributing fibers to 
both external and internal layers in the fundus 
and combining with the external layer in the 
muscular structure of all the ligaments. This 
is particularly noticeable in the make-up of the 
broad and utero-sacral ligaments. Only in 
the lower segment and cervix do we see it main- 
taining a generally circular arrangement of 
its fibers. In the lower segment before the 
onset of labor its contribution to the uterine 
wall is liberal, but in the cervix proper it is 
scant. The middle layer supports or is per- 
meated by the large blood vessels or sinuses 
which are so plentiful in the pregnant uterus. 
Helie of France noted a figure of eight arrange- 
ment of the fibres of this muscle to which he 
attributed the power of constricting these 
sinuses, and thus acting as ligatures to prevent 
their emptying when the uterus is in a state of 
contraction. The uterine souffle heard best 
over the lower segment suggest the clinical 
importance and volume of blood carried by 
these sinuses. One of these sinuses marks the 
upper border of the lower uterine segment and 
the location of the so-called contraction ring. 


The external layer, over the lower segment 
and supra-vaginal cervix, is thin and its fibers 
while inter-lacing, maintain a generally longi- 
tudinal direction and contribute to the liga- 
ments. Reynolds (2), in 1911 published an 


article relative to the clinical importance of 


the uterine ligaments and their musculature, 
in which he says, ““This musculature exists in 
especially important quantities in four situa- 


tions, throughout the utero-sacral ligaments, 
at the bases of the broad ligaments, along the 
upper edges of the broad ligaments and in a 
sheath underlying the bladder and attaching 
the cervix of the vaginal vault to the descend- 
ing rami of the pubes.” 

The internal layer is also thin and supports 
the mucous membrane and acts as a buffer 
between it and the more active middle layer 
it also furnishes a constrictor bundle around 
the internal os, which marks the boundary be- 
tween the lower uterine segment and cervix. 

The mucous membrane of the lower seg- 
ment and the cervix is in direct contact with 
the inner muscular layer and down to within 
about a half to three fourths of an inch of the 
external os is the same as that of the fundus, 
viz; columnar ciliated epithelium, while in the 
rest of the cervix it is similar to that of the 

vagina or stratihed squamous epithelium. 

Above the internal os the mucous membrane 
is smooth while in the cervix it is in folds, 
which have a palmate or arbor-vitae arrange- 
ment, that is, there is an anterior and posterior 
system of these folds, each having a longitudinal 
ridge from which branch folds extend obliquely 
upward and outward around the lumen. The 
glands of the cervix are of the racemose type 
and penetrate deeply into the connective tissue 
walls of the cervix. 

The nerve supply of the cervix and lower 
segment is cerebro spinal from the sacral 
plexus and sympathetic from the various 
ganglia of the abdominal and pelvic regions. 

Surrounding and permeating the lower 
segment and cervix particularly during preg- 
nancy is a profuse supply of lymphatics which, 
in relation to, infections, adds another clinical 
point of interest to this region. 

At the risk of seeming to presume that the 
anatomy of the lower uterine segment and 
cervix is not commonly known or understood, 
I have gone over it briefly. However, I have 
done so only to emphasize points which | 
think are most important and interesting 


clinically in the physiology of this portion of 


the birth canal. 
Lower Segment Development. 

The lower uterine segment becomes dif- 
ferentiated from the fundus or upper segment 
and the cervix at varying periods, after the 
beginning of gestation It is noticed earlier 
in multiparae than in primaparae and | 
presume its development would also be in- 
fluenced by the type of uterus. The early 
beginning of its development is shown in the 
low implantation ; the placenta in placenta 
praevia, and the fact that its frequency is 
greater in proportion in multiparae than in 
primiparae shows the earlier dilatation of the 
isthmus in the former 
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Physiology and Dilatation. 

That portion of the middle layer of the 
musculature of the uterus which surrounds 
the isthmus and, after its development, the 
lower segment is virtually a sphincter muscle. 
The generally circular arrangement of its 
hbers has been noted. It develops as the rest 
of the muscle-tissue of the uterus does, and 
dilates from above down-ward to accomodate 
the growing foetus, playing its part, with the 
rising fundus, in changing the spherical form 
of the uterus to the ovoid form It is the 
superior or internal sphincter of the uterus 
while the musculature and connective tissue 
of the cervix is the inferior or external sphincter 


The so-called false or preliminary pains, 
toward the end of pregnancy, aid in this dilata- 
tion and when true labor begina all but the low- 
er fibers of this sphincter are dilated. They 
soon give way and begin to be pulled upward 
between the internal and external layers of the 
uterine wall, over the presenting part of the 
uterine contents, which are in turn being sub- 
jected to intra-uterine pressure by the con- 
tractions and, as the internal os of the cervix, 
being no longer reinforced by the circular 
fibers of the lower segment, begins to dilate, 
the presenting part follows the course of the 
least resistance and thus becomes an added 
force to the process of dilatation. 

The beginning of dilatation of the internal 
os is the beginning of effacement of the cervix 
and when the fusiform shape of the cervical 
canal is changed to a bowl shape, effacement 
is complete. Frequently in multiparae, and 
occasionally in primaparae, due to a weakness 
or laxness of the sphincter of the lower seg- 
ment, effacement of the cervix may be com- 
plete before the onset of true labor pains and 
may occur without engagement of the present- 
ing part of the foetus. 


Bandl’s Ring in Relation to Dilatation. 


True dilatation of the external os, as a re- 
sult of the forces of labor, begins with the 
rise of the contraction ring of Bandl or re- 
traction ring as English writers, | think, are 
pleased to call it. This rising of the con- 
traction ring can be noted, beginning just 
above the pubis and in all cases when the 
head or breech enters the pelvis the dilatation 
of the external os is in direct proportion to the 
distance of the ring above the pubis. 

This is to me one of the most interesting 
phenomena of labor. When the ring can be 
felt to be a finger’s width above the pubis, 
there is what is known to the obstetrician 
trained in vaginal or rectal examination a one 
finger dilatation of the cervix or external os, 
and when the ring is two fingers above the 
pubis there is a corresponding dilatation of the 
cervix and when the width of the average 


hand or fourfingers measures the height of the 
ring, dilatation is complete Such is the 
normal action of this internal sphincter as 
shown by its rise as effacement and dilatation 
of the cervix occurs 


Irregularities of Ring. 


The action of this ring is also significant 
in abnormal cases, and irregularities. A 
sudden or oblique rise, will be noted in trans- 
verse presentations when a shoulder, an arm, 
or a leg, presents, and does not fill that portion 
of the lower segment within the pelvis, thus 
permitting it to collapse and be pulled up 
suddenly, or at an angle, because of not being 
held out on all sides against the pelvis, as it 1s 
in normal head or breech presentations. In 
such abnormalities of presentation a case of 
contraction ring dystocia, or so-called hour 
glass contraction, may be precipitated. In 
this connection, note that there is a reflex 
circuit in the nerve supply of the lower seg- 
ment and cervix, and that functionally the 
muscle tissue which goes to make up the con- 
traction ring is primarily that of a sphincter 
Then let us recall the effect, reflexly, of irrita- 
tion and pain upon other sphincters; as 
hemorrhoids upon the sphincter ani and ulcer 
upon the pyloris, and we have an explanation 
of contraction ring dystocia, for we know that 
the irritation produced by frequent vaginal 
examinations, traction upon or lacerations of 
the cervix, and mal presentations and posi- 
tions are conductive to its production. It is 
also known that this dystocia occurs often in 
the hysterical or unstable nervous type of 
woman and that in that type of woman the 
reflexes are always more sensitive or exag- 
gerated 

I will not attempt to discuss further the 
action of the contraction ring under abnormal 
conditions, as I wish to emphasize particularly 
the value of becoming familiar with its normal 
action. 

When dilatation of the cervix is complete the 
site of the retraction ring is more prominent 
and easily demonstrated and below it can be 
felt the thin walls of the lower segment in con- 
trast to thicker and firmer musculature of 
the fundus 

Most text books on obstetrics tell us that 
this ring can be detected best when the uterus 
is in a state of contraction; that is, when the 
pain is on, but my experience has been that 
it is more easily distinguished just as the con- 
traction begins or ends, and in primipara or 
in women who have a uterus of good tone, it 
is even more easily determined between pains 
when the uterus 1s at rest. My explanation 
of why I have found this the better time to 
locate the ring is, that when the uterus is in a 
state of contraction that portion of the lower 
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segment below the ring is under tension both 
from the retraction of the ring and the in- 
creased intra-uterine pressure, and is not 
flaccid as it is when the uterus is relaxed or 
just beginning to contract and, furthermore, 
the retraction ring does not descend toward 
the pubis appreciably between pains, because 
the lower segment has very little retractile 
power. 
Thinning Out of Lower Segment 

When one observes the extreme thinning 
out of the lower segment as this circular mus- 
culature is pulled upward, as we might say 
into the fundus, he can easily understnad w hy 
ruptures of the uterus nearly always occur in 
the lower segment. 

To determine the tensile strength of the 
walls of the lower segment as against the 
power of the fundus in overcoming the re- 
sistance of the passenger in the birth canal 
requires a sense of estimation too delicate to 
be trusted in weighing a dose of pituitrin, 
hence the danger in its administration even 
when dilatation is complete. 

Labor always produces permanent changes 
in both the lower uterine segment and cervix, 
the extent or degree of which is determined 
by the amount of strain thrown upon them, 
and the methods of artificial interference. 


Note the transformation, during labor, in 
the cervix of a primipara from a small tube, 
in most cases scarcely more than one-fourth 
inch in diameter, to a canal whose diameter is 
three and one-half inches. As the circumfer- 
ence of circles have the same ratio as their 
radii, the area of the mucous membrane of the 
dilated cervix is approximately eleven times 
the apparent area of that of the undilated 
cervix. However, there are two factors which 
come into play to relieve the tension and pre- 
vent to a great degree the splitting of the 
mucous membrane in this enormous dilatation: 
One is the palmate arrangement of the folds 
of mucous membrane and the other is the deep 
racemose glands. In a normal case as the 
bag of water and presenting vertex slowly 
descends into the cervix, these lateral branches 
of the anterior and posterior systems of mucous 
membrane folds, fixed to their respective 
stems, the longitudinal folds, swing outward 
and downward increasing the capacity of the 
cervical canal by the same mechanical prin- 
cipal as the elevation of the ribs increases the 
capacity of the chest. At the same time these 
folds are flattened out by the intra-cervical 
pressure and the giving way of the elastic con- 
nective tissue support. As this takes place 
the mouths and lumen of the cervical glands 
are stretched and torn open and their viscid, 
tenacious secretion is forced out to relieve the 
friction contact between the thinned out re- 


ceding cervix wall and the advancing head 
However, even when this dilatation of ye 
body of the cervix takes place in as ideal « 
fashion as I have desciibed, breaks in lie 
continuity of the mucous membrane and dis- 
tortions of the connective tissue and mus- 
culature occur, which the process of involu- 
tion never entirely overcomes and each suc- 
ceeding labor adds to these permanent changes 
so that in multiparae of many labors the pal- 
mate folds of the mucous membrane are ob- 
literated and the elastic connective and muscle- 
tissue is replaced by inelastic scar tissue 

As marvelous as is the dilatation of the 
body of the cervix it is no more so than the 
opening of the external os in an ideal manner 


It has been noted that in primiparae most of 


the vaginal portion of the cervix is lined by 
stratified squamous epithelium of the same 
type as the vaginal covering of the cervix, 
and between them is the compact elastic con- 
nective tissue of the vaginal portion of the 
cervix. As this connective tissue is con- 
tinuous with the same tissue of the lower seg- 
ment and upper cervix, it takes part in the 
dilating and pulling-upward-process of the 
middle layer, and in the process of effacement 
and dilatation of the cervix almost entirely 
disappears from its vaginal portion; leaving 
the inner and outer layers in contact with 
each other, so that the examining finger feels 
that thinned-out condition of the cervix, 
which is so pleasing because of its promise 
that delivery will soon take place 


This thin double layer of mucous membrane 
is projected into the vagina over the bulging 
bag of water or head. It has not the elasticity 
to permit it to dilate to a circumference equal 
to that of the child’s head; so it begins to tear 
at the margin of the aperture, which marks 
the external os, and to roll back and for each 
inch of this radiating tear, two inches are added 
to the circumference just as a small longitudinal 
dorsal slit of a prepuce when pushed back 
becomes a transverse or circular slit, of double 
length. These tears of the thinned-out cervix 
extend outward until they meet the rein- 
forcement of the more elastic and thicker cer- 
vix wall and assume a circular direction where 
they may be seen by pulling down the cervix 
immediately after the birth of the child. Due 
to the greater stress being upon the inner 
layer of this prepuce like external os, and the 
outer layer being more elastic and resistant, 
the internal one is torn farther than the ex- 
ternal, and after labor is over and the cervix 
recedes and becomes inverted and healed the 
stellate scars or notches, which can be felt or 
seen, indicate the extent of the tear in the ex- 
ternal layer. 


This is another ideal phenomenon of the 
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process of dilatation, but unfortunately it does 
not occur as frequently as it should 

\ study of the physiology of the 
uterine segment and cervix in the first stage of 
labor explains the failure of and damage done 
by the many devices for artificial dilatation. 
The forces must be directed from above, down- 
ward, and not from below, upward. We must 
also learn to discard the idea that the lower 
segment and cervix play a passive part in the 
»rocess of dilatation; for all the force engaged 
in this drawing up of the musculature and 
connective tissue of the middle layer does not 
come from the fundus. Much of it is in- 
dependent and is the only true peristaltic 
action observed by the musculature of the 
human uterus. If this statement appears 
theoretical, the fact that most of these fibres 
return to their original position after labor 
clears it and establishes the fact. During 
both the first and second stages of labor the 
ligaments of the uterus also play an active part 
in directing the forces of labor and attach the 
lower segment and cervix to the pelvis 
pathological conditions of 
cause ee = mong and 
labor. 


lower 


Distortions o1 
these ligaments can 
various other complications of 

In conclusion, I wish to state that valuable, 
practical clinical applications may be made of 
the observable phenomena of the lower uterine 
segment and cervix 

Watching the action of the lower uterine 
segment during labor by external suprapubic 
examinations 1s a safer, more scientific and 
dependable procedure for determining the 
progress of labor than is either vaginal or rec- 
tal examinations. It is safer because the 
possibility of infection is eliminated and the 
sensitive reflexes of the cervix are not stimu- 
lated. It is more scientific because by it the 
examiner is directing his attention to the 
forces and mechanism of labor rather than to 
their results, and is able, therefore, to antici- 
pate troubles and, therefore, many times to 
avoid them. With the internal method of 
examination it is a case of “Advance and be 
recognized!” 

External examinations are more dependable 
because the field is broader; 
touch and sight can be applied, and with more 
accuracy. I do not mean that internal ex- 
aminations are never advisable but in the 
majority of cases they may be, and should be, 
dispensed with. By attention to the func- 
tioning of the lower segment and cervix in 
their relation to the other forces of labor and 
their manifestations, the obstetrician is able 
to control and direct labor, and thus reduce 
its pathology. 

I have in this paper avoided discussing the 
many pathological performances and condi- 


both the sense of 
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segment and cervix that we 
almost no end to them, 


tions of lower 
meet, because the re 1s 
and then, | am of the opinion that obstetrics 
will attain a higher place as a specialty by those 
who practice it directing more of their thought 
to the normal processes of labor, rather than 
to the devising of new operations and methods 
of interference or to the elimination of any 
of its natural processes 

1. Williams—Obstetrics 
2. Surg. Gyn., and Obs., 


1904 P. 149 


July 1911 


Discussion. 
Dr R K Pe McAlester: | just 


want to ask for information. We are taught 
you know, not to use pituitrin until the 
uterus is dilated [he doctor advises us not 
to use it when it is dilated completely. | 
want to know if we are going to put the pituit- 
rin out of business. The greatest temptation 
| have to use the pituitrin is in the primipara 
I never do it unless it is an instrumental case, 


, 
moberton, 


a case where the forcips are applied. I just 
ask that as a matter of information as to the 
use of pituitrin in obstetrics 

Dr. Albert C. Hirshfield, Oklahoma City: 


Dr. Hatchett’s paper, | might say, was a classic 
example of the ascendency of the art of ob- 
stetrics, while Dr. Osborn’s paper is an ex- 
tremely fine resume on certain scientific phases 
of obstetrics, namely, the anatomy and phy- 
siology of the lower uterine segment. I don’t 
know of a text book, or all of them put to- 
gether for that matter, that give anything like 
the complete treatment of this subject that 
Dr. Osborn’s paper presents to us. It was 
too specific, too deep, I might say, for me to 
grasp the details just from hearing it read 
I hope to get hold of a copy or a reprint of it 
and study it over and recommend it to our 
students There are so many phases that one 


hardly knows where to attack it, or, I don’t 
want to say “‘attack it,”” but where to commend 
it 

The thing that struck me of particular 


application 
vaginal 
1 think 


because 


interest was his reference to the 
in one form of section, that is, the 
section. That is Ray’s method, and 
in certain cases it is best and safest, 
it has less shock to it, and much less danger 
of infection and hemorrh: age,and you can afford 
to take more time to it. It is especially 
applicable, of course, in infection, 
where you don’t want to go through the periton- 
eum, or in cases of toxemic pregnancy, where 
the patient is a poor operative risk and resists 
infection but very poorly 


cases of 


interesting to hear Dr. Osborn’s 
pituitrin. I have never 
I am quite as radically 
Fowler is, as | have al- 


but I have been 


It was 
comment on 
pituitrin very much 
opposed to it as Dr 
ways felt it was dangerous, 


used 
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under the impression that in certain select 
cases, provided the cervix is completely di- 
lated, and I never use it otherwise, it was 
fairly safe, providing you use very small doses, 
and if it is not effective, discard it. But his 
comments in that regard are very interesting 
to me, and I hope to be enlightened by further 
reading on that subject. If he is right, I 
suppose we will have to discard the use of 
pituitrin altogether. 


Dr. W. M. Fowler, Oklahoma City: I want 
to express my appreciation of this paper that 
has just been read, and | want to also express 
my disagreement in no uncertain terms on a 
part of the paper 

In the first place | don’t believe that the 
height of Bandl’s ring is a reliable means of 
diagnosis concerning the dilatation of the cer- 
vix. In some cases, obstructed labor, or 
other cases in which the diagnosis is important, 
take contracted pelvis, for instance; the head 
will hold the cervix, particularly if the patient 
bears down in the first stages of labor, the 
head pressing against the tubes will hold the 
cervix down into the pelvis, and the strong 
uterine contraction will pull upon those rings 
much harder than would be the case in normal 
labor 

I think there is one reliable means of diag- 
nosing complete dilatation of the cervix which 
is not infallible, and which is the best, I think; 
that is, a finger examination, either rectal or 
vaginal. If the cervix can be felt with the 
examining finger the cervix is not fully dilated. 
Now that is easy, isn’t it? I use the term 
four fingers and five fingers dilatation to 
designate the degree of dilatation but no 
definite number of fingers will apply in de- 
termining complete dilatation as it varies in 
different cases. When the cervix is fully 
dilated it means that the cervix is dilated 
enough to pass over the largest part the fetal 
head and we should be sure that it is sufficient- 
ly dilated and that the strong contractions, 
uterine contractions are going to draw it over 
the head. 

I think that is the danger of the paper. | 
think the paper is an excellent one, and the 
Doctor ought to be complimented for it. 


Dr. Carl Puckett, Pryor: I don’t use a 
great deal of pituitrin. It has been my prac- 
tice to never use it until I feel like I have the 
head engaged. I have used it. I used two 
shots last year when I didn’t have the head 
engaged, but | thought I had complete di- 
latation, and it was not necessary to use for- 
ceps at all. I just bring this up to learn some- 
thing. | want to get somebody else’s ex- 
pressions. [hat has been my experience, to 
use it after the head was engaged in the pelvis, 
and it seems to me in country practice | find 


that I get very good results in those cases 
In other words it saves the necessity in many 
cases of using forceps. | am afraid of the 
stuff, | will admit that, and | try to be very 
cautious about it, and I don’t use it in one out 
of ten cases, I guess, but I have done it when | 
feel like I have to use it to finish up the case 
and avoid using forceps. Now, when the 
Doctor comes back for the closing discussion 
I want him to enlighten me a little along that 
line. 

Dr. Fair, Piedmont: I would like to ask 
the Doctor how he can be afraid to use pituitrin 
before by has an engagement’ (Laughter 

Dr. W. W. Wells, Oklahoma City: This is 
one Ching that I certainly am interested in 
In this paper the Doctor has explained to us 
the theory of dilatation of the cervix and the 


muscles that take part in it, the mechanism of 


it, you might say. It is always of great in- 
terest to me to know exactly how much di- 
latation I have had. I make rectal examina- 
tjons, sometimes vaginal examinations to be 
sure that the cervix has thinned out. The 
Doctor says sometimes the cervix will split 


off on the end and there will be a transverse 


tear internally in the cervix, letting a part of 
the cervix come down and elongate. Now 
if there is some method, and he seems to give 
us one, of being able to determine the amount 
of dilatation by the Bandl’s ring. In the last 
two weeks | have had two cases of retained 
placenta where I had to deliver it manually, 
and I found a ring up there of some sort 
that was not dilated more than two fingers 
If that is what the Doctor is: speaking of, 
we are all vitally interested in it. If this 
ring goes up, as he says it does, and we have 
four fingers dilatation, as the Doctor says, 
it is certainly an advance in obstetrics that 
we have not, at least some of us have not, 
been able to determine up to the present time, 
and we hope to benefit by it. I am certainly 
going to try it out, and this probably will not 
be the last meeting of this society, and some 
years later we may be able to present this 
discussion more intelligently 

Dr. Osborn, Closing: I didn’t expect this 
paper to be the final word on this subject, 
sc there has certainly been a wealth of 
material written on the lower uterine segment 
and the cervix. I think we owe to Braun, 
probably as much as anybody, the clinical 
conception of Bandl’s ring, and those fellows 
back there one hundred or two hundred years 
ago had a great time fighting over it, and they 
never settled it, and it is up to us nowadays, 
I think, to get busy and settle the question 
with regard to Bandl’s ring 


I don’t say that I never give pituitrin, nor 
that I would pick out any particular case in 
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which | would want to recommend it. | think 
you have to have a sort of an intuition there, 
and the longer | trust to my intuition the +* 
pituitrin I give, because I am losing faith 1 
that even. But after you study the whee 
uterine segment, listen to it with the stetho- 
scope to the uterine souffle, that terrific rush 
of blood through those sinuses, you will hesi- 
tate to give pituitrin, when you realize how 
thin it is. Then | have noticed in doing 
Caesarean section, when we get into the lower 
segment that is not more than, well, it seems 
less than a quarter of an inch thick, or one 
eighth inch thick in some cases. | remember 
doing a Caesarean section on a woman with the 
eighth child, and the lower segment of the cer- 
vix was so thin, it wasn’t one eighth inch thick, 
and | remember the uterus contracted just as 
I cut into it, and it tore down into the lower 
segment and I had quite a little hemorrhage 
for a moment until | caught it, and that just 
put the fear of the lower uterine segment into 
me. I wouldn’t condemn pituitrin in every 
instance, but if you will note the case reports 
of rupture of the uterus, in ne arly every in- 
stance pituitrin has been given and recently 
some man, I can’t think of his name now, re- 
ported a case of rupture of the uterus, and 
said that they thought they were perfectly safe 
in giving pituitrin because the woman when 
she came into the hospital had complete 
dilatation and the head was down in the 
pelvis, yet they got:a rupture of the uterus 
and the woman died. But it was just an 
old multipara that had too thin a lower 
segment 

Dr. Hirshfield remarked that Dr. Hatchett’s 
paper was more upon the art and mine more 
upon the science. I don’t believe we can 
hardly mark the dividing line. I was very 
much interested in Dr. Hatchett’s paper, and 
in connection with the physiology of the lower 
uterine segment and cervix, you have got to 
have art there in order to make application 
of the scientific side of it. You have all seen pa- 
tients quiet down when the doctor came into 
the room and talked to them a little bit. In 
fact those terrific pains are not necessary; it 
is not necessary for a woman to have terrible 
forcible pains, as the contractions that 
cause the dilatation can come on gradually, 
and should come on gradually in order to 
secure that ideal dilatation, and I believe if 
we are ever going to accomplish anything in 
the way of the selection of a proper ane sthetic 
to be given in obstetrical cases, it is going to 
be based upon that knowledge of the dilatation 
of the cervix, and we will have to regulate and 
select our anesthetic so as to secure the least 
pain in the dilatation but not overcome the 
uterine contraction. 


After dilatation is complete, the chief force 


child is the voluntary ef- 


in expelling the 
patient herself; 


forts of the mother; of the 
the bearing down that she does So, there 
is a very close connection between art 
and science in handling obstetrical cases 
Regarding Dr. Hatchett’s question about 
finding the contraction ring I heard of the 
contraction ring, heard it mentioned quite a 
good deal and began to study it about ten 
years ago. For long time | made my ex- 
ternal examination until | was assured | felt 
the contraction ring, then | would make 
another vaginal examination. When | was 
sure that the contraction ring was raised, | 
would make another vaginal examination, and 
have traced it up that way. Of course it is 
not an absolute rule, but as a rule it will 
correspond with the amount of dilatation 
which you have, and when you have at least 
four finger raise of Band: I's ring, you are 
pretty sure your cervix is completely dilated 
It won’t fail very many times. I think | 
have covered all | want to say about pituitrin 
Regarding the giving pituitrin before en- 
gagement. If you haven't very much di- 
eanaies you are not going to do very much 
harm giving pituitrin. Pituitrin won’t have 
any great effect until you get some dilatation 
Get that lower uterine segment started to 
raising or the circular fibers there started to 
raise, and then pituitrin will cause some work 


AN INTERESTING HEART-LESION 

At a recent Post-Mortem examination the 
following interesting heart-lesion was found 
Unfortunately I have no previous history ot 
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Figure one shows a view of the left ventricle of the heart 
with a match introduced into the foramen; it shows very 
nicely the aortic cusp and the orthce of the right coronary 


artery.) 
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clinical findings of the patient. The heart is 
a typical dilated and hypertrophied heart 
On examining the aorta, at its very begin- 
ning, one finds this most interesting and un- 
usual condition; to the left of the nght coronary 
artery there is an oval foramen measuring 
| x 2 cm; at its lower edge one sees the cusp 
of one of the aortic valves. The edges of this 
foramen are smooth. On introducing a probe, 
one finds this oval window is merely the open- 
ing of a bulbous cavity, measuring 4 x 4 cm. 

As we view the heart from the right ventricle, 
one sees the bulbous cavity more clearly and 
one is immediately struck with the fact that 
the bulbous cavity occupies the site of the 
Pars-membrana-septi (the usual site of con- 
genital deficiency of septum). This bulbous 
cavity is without muscle fibres-merely lined 
with endocardium. 


To recapitulate—we have a bulbous cavity 
in the region of the pars-membrana-septi and 
this cavity communicates with the aorta by 
means of an oval window. 

















A—Bulbous Cavity B—Match C—Cusp of Pulmonary Valve 
(Figure two shows this bulbous cavity very nicely; a 
match is seen projecting through; one can see also one of 
the semi-lunar valves resting on the bulbous cavity) 


In reviewing the medical literature at my 
service | was unable to find a case similar to 
this. For want of a better term I consider 
an Aortic Diverticulum as a good term to 
give the lesion. 

In conclusion I wish to add the heart was 
removed from a negro who was apparently 
past middle age, the cause of death being 
Cirrhosis of the Liver and Spleen and Peri- 
carditis with Effusion. 


Fred J. Wilkiemeyer 





CLINIC REPORTS 





PROCEEDINGS OF OKLAHOMA CITY 
CLINIC, ROUND TABLE, WESLEY 
HOSPITAL 
Dr. A. L. Blesh: 4 Case of Colonic Stasis 


Mr. X. Age 60, farmer, presented himself 


to the Clinic a week ago, with the following 
history: Up to some several years ago his 
health had been excellent. Ill health began 
at this time as an obstinate constipation asso- 
ciated with paroxysmal (peristalsis) abdominal 
pain and gas accumulations. there were ac- 
companying digestive disturbances Ingestion 
of food would often excite the abdominal syn- 
drome above mentioned. A thorough evacua- 
tion of bowels with active purgation and ene- 
mata would give temporary relief. After a 
few years mucus in the stools became quite 
common. A _ gradual loss in weight and 
strength occurred. 


Two years ago he submitted to an operation 
for an epigastric midline hernia, without re- 
lief. A year later he submitted to an appen- 
dectomy by the same surgeon, also without re- 
lief. He was informed by the surgeon that 
there were many “adhesions” in the vicinity 
of the appendix. 

At the time of his presentation at the Clinic 
he was practically bed-ridden and had been 
unable to do any work for several years 
Gastro-intestinal X-ray showed a _ normal 
functioning tract down to the colon Cecal 
retention 96 hours. Barium clyster showed 
a much dilated colon. Ileo-cecal valve com- 
petent. Test meal was negative. Wasser- 
mann negative. Referred by Dr. Pzulus to 
the surgical side. 

Operation revealed the following condition: 
Terminal ileum anchored by firm adhesions 
deep in the right pelvis, constituting a so- 
called “‘Lane’s Kink.” The cecum and ascend- 
ing colon were plastered with adhesions firmly 
against the lateral abdominal wall. The 
transverse and descending colon greatly di- 
lated and unusually thick walled. No evi- 
dence of an ulcerative process, tuberculous 
or otherwise. Gall tract and stomach negative 

Findings warranted the assumption that 
the colonic stasis was due to adhesions of the 
ascending colon, which so crippled peristalsis 
in this portion of the bowel as to convert it 
into practically an inert tube. I have ob- 
served this phenomenon before in different 
portions of the gastro-intestinal tube, ob- 
serving a peristaltic wave traverse the bowel 
until it reached a fixing adhesion where it 
would die down 


One of four different surgical procedures 
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for relief presented themselves to the mind of 
the surgeon 

1. ‘The now classical and almost abandoned 
ileo-sigmoidostomy of Lane with blind cecal 
end 

2. The Coffey procedure of establishing 
an artificial ileal anus so prepared as to per- 
mit subsequent Muikulicz extra peritoneal 
restoration of intestinal continuity 

3 Resection of ascending colon, with 
ileal anastomosis into transverse colon 

4 Ileo-sigmoidostomy with establishment 
of fistula leading to cecum by bringing the 
severed stump of ileum through a right rectus 
stab wound 

The first was ruled out because in about 
60% of these cases of ileo- sigmoidostomy in 
the writer’s hands, done by the Lane method, 
there was a reversal of colonic peristalsis 
which kept the colon full of putrescent fecal 
matter with consequent continued toxemia 
plus colon colic. In about 40% results were 
almost ideal because for some unknown reason 
no reverse peristalsis occurred. 

This experience of the writer’s has been 
corroborated in the hands of other surgeons 
To get away from it, Lane went so far as to 
do colectomies. A cure by colectomy is 
worse than the disease 

The Coffey procedure was rejected because 
of the distal colonic adhesions which would 
again become active in causing recurrence 
upon restoring ileal continuity. 

Resection of the ascending colon with the 
conditions found in this case is a good opera- 
tion and | have done it many times. However, 
the operative mortality is relatively high be- 
cause of the very septic nature of the bowel 
contents and the rather severe surgical ordeal. 
It is true that in expert hands most of these 
dangers have been overcome but it will never- 
theless always be a more radical procedure 
than the operation selected here, which was 
the fourth method described above. 


By this method we can bring the bad 60% 
of the Lane operation under complete control. 

The intestinal tract emptying direct into 
the sigmoid will rest the colon. If there is 
regurgitation toward the cecum it can be 
washed out by thru and thru irrigation thru 
the anchored ileal stub, the end of which was 
inverted and closed at time of operation to be 
opened by cautery after all incisions have 


he ale d 

If this case falls into the 40% class of good 
results we can sea! the fistula by actual cauteri- 
zation of the mucosa of the ileal stub. 

There will be little inconvenience from 
leakage since the competent ileo-cecal valve 
protects from back-fire from the colon 


Undiagnosed Ureteral Stone 


Dr. J. Z. Mraz: 
and Destru fior 


with Secondary Infection 
of Kidney 

Case No. 7947. Woman, aged 
and personal history negative 

Present illness: For past seven oO! eight 
years has had attacks of pain which she locates 
in the left sacral region. Pain radiation was 
not constant, it sometimes being upward to 
left scapular region and at other times forward 
Soreness invariably followed. As time went 
on the attacks became more frequent and of 
late have been associated with frequency, 
fever and chills 

She has been operated twice, first operation 
seven years ago, and the second one year ago 
As a result she has lost both tubes, ovaries and 
appendix. The most prominent symptoms 
were not relieved by these operations 


Family 


Last attack began six weeks ago, and recovery 
has been slower than usual, she still having 
fever to 100 degrees. Tonsils have been 
removed. 

Physical examination negative except as 
follows: General appearance septic. Palpa- 
tion elicits tenderness in region of left ureter 
and kidney, and over left sacro-iliac syn- 
chondrosis. 

Catheterized specimen shows gross amount 
of pus cells. Cystoscopy:bladder capacity 
300 c. c. Bladder negative except for a tri- 
gonitis. Ureters catheterized. On left side 
the catheter blocks about three inches above 
bladder and upon reaching this point gives 
rise to severe pains exactly similar in character 
and location to the pain which always initiated 
her attacks. 

P.S. P. test—Right kidney—color appeared 
in two and one-half minutes with 17 percent 
in 15 minutes period. No urine from left 
kidney. Pyelogram of left kidney and ureter 
made after injection of 14 c. c. thorium nitrate 
Pyelogram shows a small stone just beyond tip 
of catheter in left ureter. Above this is seen 
a tortuous dilated ureter and a dilated kidney 

elvis with complete obliteration of calcyes, 
Right kidney urine negative on urineanalysis 
and culture. 

Diagnosis: 1. Left ureteral stone 

2. Left pyonephrosis 

Operation: Left uretero-nephrectomy per- 
formed by Dr. M. E. Stout. Stone removed 
with ureter. Stone of Mulberry type found 
firmly embedded in fibrous tissue. 

The interesting features of this case are: 
location of pain was not over the kidney, but 
over left sacro-iliac joint and this corresponded 
with the level at which the ureteral stone 
was found. 

Appearance of bladder as seen through 
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cystoscope gave no clue to the kidney infections Dr. W. W. Rucks: Peculiar Phenomenon 


above, although the left kidney has been 
practically destroyed by infection and a stone 
was found but a short way above the bladder, 
yet the region of the left ureteral orifice was 
entirely negative 

The. value of pyelography was nicely dem- 
onstrated in this case, for while it was im- 
possible to obtain any urine from the left kid- 
ney, the pyelogram showed conclusively a left 
pyonephrosis. The most striking lesson to 
be learned from this case is that an earlier 
cystoscopic workout might have saved the 
patient two useless operations and a healthy 
kidney 

308 Patterson Building 


J. C. Macdonald: Sireptococcus Septi- 
cemia 

Male, age 38 years, married. Patient 
brought to hospital because of his serious ill- 
ness which began 15 days ago with sharp 
pain in left side of face. No fever noticed. 
In five days this was followed by a purulent 
discharge from left ear which gave patient a 
little ease. Three or four days later the left 
cervical region began swelling. Had a severe 
chill while on way to hospital. 

Physical examination shows fairly well 
developed man who appears extremely ill 
He is listless and apathetic. Heart and lungs 
negative. There is a profuse discharge from 
left ear. Canal shows no bulging along post- 
superior wall. No tenderness on pressure 
over mastoid. Below angle of left jaw there 
is a marked swelling. This is very tender 
but does not exhibit any fluctuation. 

The following day the swelling under the 
angle of the jaw had disappeared. The ear 
discharged profusely but there was no pain. 
The urine showed fair amount of albumin; 
granular, hyaline and blood casts, many r.b.c 
W.B.C. 14,200 showed polys 94%, small lymps 
2%, large lymps 1% and eosinos 1%. Culture 
from blood showed a growth of streptococcus 
viridens. X-ray of mastoids showed right 
mastoid cells clearly defined, while the left 
mastoid cells were dull and hazy. 

\ simple mastoidectomy was done with 
exposure of lateral sinus. No thrombus was 
found in lateral sinus. The following day the 
patient appeared much brighter and he was 
given 100 c. c. antistreptococcus serum along 
with 200 c. c. of glucose solution (10%) in- 
travenously. The patient showed considerable 
improvement for several days. There were 
several abscess formations on different parts 
of body and joints were red and painful. Five 
days after mastoid operation patient had a 
chill, respiration and pulse became much 
more rapid and patient died three days later 
from gener: al streptococcus septicemia 


Occurring During the Administration of 
Goetsch Test 
Patient referred to me for examination for 
supposed hyperthyroidism 


Make up of patient. Young woman of 


healthy appearance and normal development 
with good heredity and no previous illness ex- 
cept ordinary diseases of childhood, from all 
of which, according to her history, she made 
good recoveries with no complicating sequallae 

Her habits are fairly regular. She is not 
constipated and her menstrual life began at 
16. She has always been regular 

Her chief complaint is a feeling of choking, 
which she has toward the end of the day and 
at night. She works in a store. The work 
does not especially tire her and she keeps up 
the same social activities that other young 
women of her town keep up and does not 
suffer from exhaustion. In fact, her en- 
durance seems not to have diminished in any 
way 

Physical examination of head is negative, 
including teeth and throat. Neck shows some 
visual and palpable enlargement of the thy- 
roid, pressure on which aggravates the choking 
sensation of which she complains. Chest was 
found negative. Also abdomen and extrem- 
ities, except the deep tendon reflexes which 
were hyper-active. 


She was advised to rest in the hospital over 
night, and the next morning | carried out the 
Goetsch technique for detecting hyperthy- 
roidism. 

Her pre-test blood pressure was 110-70 
and pulse rate 92. Subjective symptoms were 
quiescent after the night’s rest Eight min 
of 1-1000 adrenalin chloride was given by 
hypodermic, and within five minutes her blood 
pressure changed in that the systolic went up 
and diastolic went down, which usually hap- 
pens when there is response to adrenalin, but 
the peculiar thing in this case was that the 
dyastolic pressure continued to drop until the 
sounds could be distinctly heard when the 
hand on the dial stood at zero Knowing 
that this diastolic peculiarity was often found 
in aortic insufficiency, heart examination was 
made with the result that al distinct blowing 
sound was heard in the second interspace to 
right of the sternum, and faint capillary pul- 
sation could be detected. This phenomenon 
lasted for an hour, when the diastolic pressure 
began to rise and within an hour and a half 
was up to 60 and no abnormal sound anil be 
heard in the aortic area 

The other phenomena present were an in- 


crease in pulse rate from 92 up to 150, with the 
pulse remaining in the neighborhood of 140 
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for more than an hour and a half. Marked 
tremor was manifest, where ers had been 
none before. Heart action was tumultous 
and respiration sighing, all of which are the 
usual phenomena brought out in a positive 
Goetsch test. But the peculiar thing in this 
case was the behavicur of the diastolic pressure 
and the development of an aortic regurgitation 
I know of no one who has before made this 
observation 


Dr. D. D. Paulus: Case of Chronic Cholecy- 

“ott Treated by Duodenal Lavage 

‘ase No. 7910. Housewife, age 54. Had 
nae diseases of childhood with good re- 
coveries. Had typhoid at age of 30, sick for 
2 1-2 months. Next illness was 19 years ago 
with rather protracted course of fever from 
which she made a rather slow recovery. Dur- 
ing her convalescence from this illness she 
developed a right side hemiplegia which how- 
ever was wile transitory and from which she 
made a complete recovery in several weeks 

Present Complaint: Comes to physician 
because of digestive disturbance consisting 
mainly of fulness in epigastrium with gaseous 
eructations and considerable gas accumulation 
at times. Never has been jaundiced. Suffers 
more or less from attacks of migraine. Appe- 
tite is fair. Bowels have a tendency to con- 
stipation. Sleeps fairly well. 

Physical Examination. Eyes negative 
Teeth many filled and.crowned. Tonsils sub- 
merged. Glandular system shows left pos- 
terior cervical palpable. Chest negative. Ab- 
domen negative except for considerable ten- 
derness of gall bladder region, which patient 
states is more pronounced at times. Reflexes 


Pulse 78. Blood 


O. K. Temperature 98.6. 
pressure 120-85 

Patient was advised to have teeth X-rayed. 
Agar agar given for bowels with suitable diet 
and duodenal lavage advised for gall bladder 
condition. The X-ray examination of teeth 
showed no apical abscesses. So far she has 
had three duodenal lavages with good success 
each time. 

The method followed in doing the duodenal 
lavage is essentially that as outlined by Dr. 
Lyon of Philadelphia. The patient comes to 
the hospital in the morning without breakfast. 
She is then allowed to swallow the duodenal 
tube and the stomach is lavaged with warm 
water. Wher this has been completed about 
250 c.c. of the water is injected into the stomach 
through the tube and the patient swallows the 
tube to the proper mark. Now the patient is 
placed on the right side and the hips elevated 
by pillows. 

After from 15 minutes to two hours, the 
tube will have passed through the pylorus 
into the duodenum. ‘This can be ascertained 


in various ways. Sometimes the fluid pouring 
from the tube shows bile, or the contents can 
be tested by Congo paper. After one is sure 
that the duodenal bucket is in the duodenum, 
15 to 20 c. c. of a 33% mag. sulphate solution 
is injected to procure relaxation of the sphincter 
of the ampulla of Vater and contraction of the 
gall bladder wall. ‘The bile is now allowed to 
drain until the gall bladder has been emptied 
and the bile comes from the liver as shown by 
the rich golden yellow color 

During the past ten months we have used 
this method of treatment for the mild chronic 
cholecystitis cases only, except in one case of 
stone in common duct. This case was a male 
patient who had his gall bladder removed 
seventeen months ago. Seven months ago he 
developed severe pain in right upper abdomen 
with severe chill, temperature to 104 and 
jaundice. Chills and fever had been repeated 
four times when patient entered the hospital 
on account of jaundice, it was thought patient 
was a poor operative risk. Patient was given 
four duodenal lavage, with entire subsidence of 
all symptoms. Dhiagnosis in this case was 
stone in common duct. Seven months later he 
reports no recurrence of symptoms 

The value of duodenal lavage in the diag- 
nosis of gall bladder conditions 1s questionable, 
but undoubtedly it will attain its proper posi- 
tion as a therapeutic agent in the milder forms 
of chronic cholecystitis 


Dr. W. W. Rucks: Case of Tetanus Re overing 

Under Treatment 

Some months ago I reported a case of tetanus 
recovering under treatment and now | have 
the opportunity of reporting another 

This is the case of a boy three years old sent 
to me by Dr. Williams of Norman, Oklahoma, 
on December 12, 1921. The history is that 
twelve days ago the child received a punctured 
wound in the palm of the left hand. This 
wound was made by a rusty nail. The wound 
healed quickly, with no secondary infection 
No doctor was called. 

Four days ago. eight days after the injury, 

the mother noticed z 1 peculiar drawing of the 
left hand and sealant Child became fretful, 
cried a great deal and had a little fever. The 
next day the mother noticed a drawing of the 
mouth, and the left arm would cramp on 
being touched and the child would utter a 
eculiar cry. The child was then taken to 
dr. Williams who at once diagnosed tetanus 
and gave an intramuscular injection of 1500 
units of antitetanic serum 

The next day the convulsions became general 
and the child was sent to the hospital, when 
the above history was obtained and physical 
examination confirmed the observation made 
by the mother and diagnosis of the doctor. 
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\ spinal puncture was done at once and 
clear fluid under considerable pressure ob- 
tained and 6500 units of antitetanic serum 
given into the spinal cord and 3000 units in- 
travenously—bromides and chloral hydrates 
given per rectum. This was8 P.M. During 
the night the child had a number of general 
convulsive seizures. The left arm remained 
in tonic spasm and risus sardonicus was marked 
In the morning of the next day, December 15, 
1921, 10,000 units of serum were given intra- 
muscularly and in the afternoon another 
10,000 units given in the same way. Decem- 
ber 16, 5000 units were given intraspinally, 
5000 in the muscles and the scar excised and 
serum injected into and around its location 
Patient was sleeping a great deal from the 
rectal use of bromides and chloral 


On the 17, much improvement was noticed 
and from this time on, improvement was 
rapid and he was discharged on December 23, 
a cured case 

[his and the case previously reported es- 
tablish a new record in my experience, as 
previous to this not only all my cases died, but 
all that I had seen in the practice of other 
physicians. I attribute the recovery to the 
intraspinal use of antitanic serum and also 
to saturating the system with it through the 
circulation 


Dr. Marvin E. Stout: Case of Gas Gangrene 

Mr. C.—Case No. 7726. Age 28. Farmer 
Was referred to the clinic October 19, 1921, at 
2 A. M. and was seen by Dr. Paulus who ob- 
tained the following history 


Ac 11 A. M. of October 15, (about three days 
ago), he was riding along the section line in a 
wagon, from which he jumped and lit on a 
small sprig about 1-4 inch in diameter. ‘This 
passed through his shoe and into the ball of 
the foot for about one inch. He consulted 
his physician immediately who cleansed the 
wound with iodine and applied an antiseptic 
dressing. The wound soon became very pain- 
ful and in about four hours, it began to swell 
Ice was applied day and night and two hypo- 
dermics were given without relief. Cold was 
changed to heat, but pain dh to grow 
worse until he was seen by us, at which time 
his temperature was 104. He was suffering 
intensely and appeared septic The foot was 
swollen and red and the swelling and redness 
extended up the leg almost to the knee. There 
was a small dark spot about the size of a half 
dollar on the side of the foot. A slight crack- 
ling sound could be elicited by pressure over 
the foot and lower leg \ foul smelling bloody 


water was dripping from the wound but the 
crackling, the dark spot and the discharge had 
only been present for a short time when he 
consulted us, the patient stating positively 


that neither of them had existed as much as 


twenty hours 

Gas Bacillus Gangrene was diagnosed and 
the leg was amputated well above the knee, 
the line of incision being four or five inches 
above the slightest signs of involvement. The 
stump was left wide open and a heavy gauze 
pack soaked in peroxide of hydrogen was 
applied. Beneath the gauze a drainage tubs 
was carried from each angle through which 
peroxide of hydrogen was injected every hour 

The patient’s temperature reached normal 
within six hours. His general condition rapid) 
improved. The wound was sutured on the 
third day, dressed with dry dressing and it 
healed primarily 

We all have learned from the few cases of 
Gas Gangrene we have seen, that prompt 
and radical surgery is the only means of com- 
bat. The difficulty ts that it travels so fast 
and most of us see so few cases in private 
practice that we are likely to fail to recognize 
it until it is well ervamests | unless we are ever 
on the alert 


Annual Meeting—Oklahoma City Hotel Rates 
“Do It Now” 


Following are Hotel rates for state meeting 

Huckins Hotel: Single Room with bath (Iperson 
2.50; Single Room with bath, (2 persons) 4.00; Singk 
Room without bath (1 person) 2.00; Single room without 
bath (2 persons) 3.50 


rhis hotel is Headquarters 


Skirvin: Single Room with bath, (1 person) 3.00 
Single Room with bath (2 persons) 5.00; Single Room 
without bath (1 person) 2.00; Single Room without bath, 

persons) 3.00 


Kingkade Hotel: Single Room with bath (1 person 
2.50: Single Room with bath (2 persons) 4.00; Singk 
Room without bath (1 person) 1.25; Single Room without 


bath, (2 persons) 2.50 


Bristol Hotel: Single Room with bath (1 person) 2.50 
Single Room (2 beds) with bath (2 persons) 4.00; Single 
Room without bath (1 person) 1.50; Single Room (2 beds 


without bath (2 persons) 2.25 


Egbert Hotel: Single Room, with bath (1 person) 2.00 
Single Room with bath, (2 persons) 3.00; Single Room, 
without bath (1 person) 1.50; Single Room without bath, 


persons) 2.50 


All reservations should be direct with the clerk of the 
hotel; in the event that proper reservations can not be 
made The Chairman of the Hotel Committee will be glad 
to assist in any way possible in securing the same 

Address such requsts to Fred H. Clark, 413 Shops Bldg 
Oklahoma City, Okla 


Very sincerely, 


Fred H. Clark 
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ATTRACTIONS OF THE 
MEETING, OKLA- 
MAY 10-11. 


The Oklahoma State Medical Association 
meets in Oklahoma City May 9-10-11. Among 
some of the attractive features will be the 
presence of Dr. Daniel Eisendrath of Chicago, 
and other men of National reputation. Ar- 
rangements have been perfected whereby 
the various hospitals of the city will furnish 
clinics for three days which will be open to 
the visiting physicians and the public as well. 
The committee in charge has arranged for 
some very pleasant social features to take 
place during this time. A large attendance 
is anticipated and a splended program has 
been provided. This is looked forward to as 
being one of the best meetings that the Okla- 
homa State Medical Association has ever 
held The sessions will be conducted at the 
State Capitol giving the visitors an opportunity 
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to visit the capitol building while here. A 
large number of automobiles have been pro- 
vided for to be placed at the service of the 
visiting physicians and their wives in order 
that they may reach all points of interest 
while here. The clinics will be conducted by 
men who are specialists in various lines of 
work. The program has been arranged not 
to conflict. Those who desire may attend 
both clinic and regular program. The com- 
mittee in charge will leave nothing undone to 
make this the most successful meeting of its 
kind ever held in the state of Oklahoma 
H. M. WILLIAMS, Chairman Publicity 
Com. 


“REGULATING” THE CULTS 
The JOURNAL, for many years, has been 


recipient of letters and communications, some 
asking for advice, some advising their idea of 
a course of procedure, some using a hyper- 
critical, fault-finding tone, some full of obvious 
Ego, plus the apparent fact that the writer 
was nothing if not merely a con-constructive, 
griping critic, ever fault- hnding, never getting 
out of the wagon and putting his own knees to 
the muddy hub of the non progressive machine 
he would have the other fellow yank out of the 
mire. On occasions we attempt some sort of 
answer to these, but the task of reply leads 
one so far afield, demands such a wide range 
of statement of fact, if the writer is to receive 
what he seeks, that proper answer has been 
found almost impossible, also useless, so far 
as accomplishing good. 

Not long since we passed all bounds; four 
pages or more must have been used—we 
think wasted—but a part of the communica- 
tion so well stated our attitude, our ides of 
what attitude our profession should assume 
and the policy we should adopt, that we feel 
justified in passing it along. 

All of these matters pertain to the “Regula- 
tion” of the other fellow. The Chiro, the 
“Scientist,” the Osteopath, all come in for a 
share of the lambasting and criticism. It is 
wished to know what the best plan for sup- 
pressing them and “Regulating” them is 
thought to be by this office. Well, we have 
finally reached a solution of the vexatious 
matter, and we shall state our conclusions in 
the sincere belief that if each medical locality 
follows the suggestions, real and implied, 
there is no doubt:in our minds but that event- 
ually these cults will be catalogued by a 
grateful public as they should be. To reach 
this solution we did not have to leave our own 
fireside, our own home town or cull experiences 
out aside from the pages of our own personal 
experience. We state this in order that the 
reader may appreciate that we know whereof 
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we speak. The writer inspiring the letter, 
so full of our sage advice, wished to know 
what his locality should do to “‘curb” the 
Osteopath, who, in his town, was assuming 
to do all sorts of impossible things, things 
common-sense and reason indicated he was 
utterly unfit to do, the people were suffering 
as a consequence, from improper, ‘injurious 
treatment. The reply took a page from our 
records as it was then daily unravelling istelf. 
We cited the cases then in our hands, not 
going further back than three months. The 
hrst was about like this. 

S.H.S., White, Male, Age 52, applied for 
treatment 10-22-21. Wished an_ operation 
for varicose veins and ulcers, the latter, he 
stated, had not been entirely cured for about 
20 years, or since the Spanish-American War, 
of which he was a veteran soldier. His story 

was interesting, if true, even in the main, it 
was a stinging indictment of our own pro- 
fession, for he had staid with us “Regulars,” 
he had paid us, according to his version, 
“thousands of dollars.” Latter acquaintance 
brought us knowledge that he told the cold, 
cruel truth. He had been a meat cutter, be- 
lieved his trouble dated from his work, when he 
stood in ice-cold rooms, handling heavy pieces 
of meat, his limbs cold and wet. Denied 
venereal infection of any type. Exhaustive 
laboratory examination, covering every or- 
dinary matter disclosed nothing but varicose 
veins, plus their inciting, etiological causative 
veins, which could be easily detected from 
knee to ankle. The ulcers were large, varying 
from about four large ones, five to six inches 
across, to several smaller ones. He was then 
suffering severely from great swelling of the 
limbs, had slept none (he claimed not a par- 
ticle of sleep for a week.) 

We talked to him. Had he ever had certain 
tests? No. We advised our willingness to 
“operate”, but suggested, first, that an alter- 
native be attempted. Had this ever been 
used? We _ showed him, from a very old 
edition of DaCosta’s Surgery, a picture of the 
well-known, old and time tried zinc oxide 
plaster, retentive dressing; applied as every 
one knows, not in accordance with surgical 
rules, for it is applied directly over an ulcerat- 
ed surface, but solely and only to support the 
engorged, congested veins, whose walls have 
long since lost their resiliency, their power to 
tonicly contract and pass their contents along 
to its proper destination. “No,” that had 
never been used. We induced him to permit 
trial of that, then if failure resulted, we could 
and would operate. We cleaned those ulcers, 
as ulcers probably have rarely been cleaned 
We cleaned up everything about the limbs, 
elevated them for a time, then applied the 
smoothest fitting, over-lapping plaster dress- 


ing our skill permitted of execution. We left no 
wrinkles underneath, we used no half measures, 
the support supported the veins from ankle 
to knees, but it did not entirely encircle the 
limbs—we had heard of Volkmann’s contrac- 
ture and wanted it not—Our patient returned 
next day, smiling, he had slept all night, we 
were a great doctor, the procedure was re- 
peated, to be exact, eight times by ourselves, 
a few, 3 or 4, by his home physician, to whom 
the case was returned. We watched with 
pride, the growth of a new skin, the return of a 
healthy appearance to a limb, which had been 
blue and impossible in appearance. The 
story ends with a contented patient, made so 
by the simplest means at the hands of any 
physician, whether he was a skilled surgeon or 
the merest medical type. Fifty nine days 
brought his dismissal 

The story now veers to another. Two days 
had not elapsed before a Widow, white, 42, 
deserted by a worthless husband, three children 
looking to her for support, applied for treat- 
ment. Her ulcer, only one, had been her 
guest for 14 years, she too related a story 
impossible for belief, but nowhere in her narra- 
tion was there history of a_ blood-test, or the 
application of our old and true friend, so well 
depicted by DaCosta. Both and all other 
indicated measures were applied. The test 
showed “4 plus”. Eliminating tiresome _re- 
petition and detail, we shall end the story here 
by saying the simplest thing in the way of in- 
dicated treatment, our plaster, settled the 

matter, almost as if Christ, not an Oklahoma 
doctor, had intervened in the case 

Our intent should by this time be patent 
The story above only touches one type of 
cases. Of-this type in the same few months 
several, but none so typical, appeared. ‘There 
was, however, a strange coincidence observable 
in each and everyone Not one had had care, 
if his story was to be believed, indicating that 
the attendant appreciated that “Beyond the 
Alps Lies Italy” not one ever knew that his 
ulcer would be an ulcer always until he treated 
the causative veins beneath the surface, but 
so palpable that sensing their existence was in- 
excusable. Humiliation only is the feeling of 
a practitioner, himself neither brilliant or much 
above the average. The story may be slightly 
varied and will apply to scores of personal 
experiences, aside from these cases. The 
record as to venereal diseases is describable 
by the word “harrowing” or “impossible” 
only. The stories of neglect, of clear and total 
misconception of underlying, fundamentals 
on the part of the attending physician, are too 
many and similar to be passed over as mere 
incidents. The story that blood-tests have 
been taken, almost in the same day, but after 
anti-syphilitic treatment, wholly nullifying 
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the test, had been administered, are unbe- 
lievable until one has the record, the blatant, 
raucous story conveying knowledge that no- 
where did the attendant possess even the 
fundamentals of the problem he offered to 
curb and control. The incidental fact that a 
human life was in the end at stake, often im- 
perilled and destroyed, seems not to have 
stimulated the attempt such grave responsi- 
bility as constantly presents itself to the con- 
scientious practitioner of medicine. Sadly 
realizing what the*story meant, we then unde r- 
took to offer our advice. Stripped of poetic 
license and adjective S, it reduced itself to the 
simplest formulae. “Go home, go to work, 

attend to your own business, master it until 
everyone knows you are the best man in all 
your country, then you will have curbed the 
‘Irregulars’ and stifled the ‘Cults.’ Get 
your colleagues together, talk over your daily 
affairs, then be amazed at the broadening 
effect surely to result.” It is the writer's 
opinion that no two or three physicians ever 
meet and enter discussion of any length that 
one or more does not leave the conference 
bettered, for everyone a wider vista appears, 
problems not before thought of present them- 
selves, questions, before slurred over or never 
arising, offer themselves, notes are jotted down 
and the end result is dissemination of helpful 
information, not to be obtained by any other 
process. The medicine of today is so broad, 
so complex, that no-one may hope to ever 
master a small division of it. ‘That is admitted, 

if it is admitted, obviously we have no time to 
waste on others, our time is a sacred trust, 
wasted, the prodigal has bitterness for his re- 
ward, improved to one’s best ability, the re- 
ward is honorable satisfaction. No greater 
is conferred upon man 


OKLAHOMA HAS A LOW RAT- 
ING—SOME FACTS AND 
WARNINGS 

Oklahoma holds premier position in many 
things, those showered upon us by kindly 
smiling nature alone places us in a phenomenal 
position, the envied of nearly all others of the 
sisterhood of states, but in not all things 
may we “point with pride,’” and one such 
irritating situation presents itself each year 
to bring low our haughty heads. At this 
writing our office holds about the usual num- 
ber of lapsed membership stubs, holds them 
despite repeated notices, warnings, threats 
and pleas to the same old member, whose 
prime characteristic is negligence, whose great- 
est possession is lack of pride. We have 
about 500 of him. We know he will be late 
for death. 

We also hold a handsome, engraved invita- 
tion to attend the St. Louis meeting in May. 


WHY 
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As usual this official notice contains carefully 
selected sections of the Constitution and By- 
Laws of the National body, and among the 
maze is the information that the last oppor- 
tionment of Delegates entitled Oklahoma to 
two. There we stand, we have stood there for 
so long that memory runs not to the contrary 
Several times we have stood just at the brink 
or “Jump-Off” when one small jump would 
have hurdled us over the fence into the class 
we deserve. The irritating thing irritates 
more when you know that each year our same 
old hook-worms eventually wake up and 
renew their membership, but they have done 
so at a time when they have performed the 
act to no advantage. Organized medicine 
would be vastly better off if no trouble was 
ever again exerted over them, for they are 
neither ornamental or dependable, on the 
contrary they are a costly extravagance we 
can illy afford. Just think of what we might 
do, of the high niche we might occupy if every 
one of us did his little “bit”—Moral, Do Yours 
Now 

We have one letter, typical of others, which 
no member should forget his duty and re- 
lations to his county secretary. to the extent 
of writing such impossible stuff: “This is the 
first time I have ever been delinquent, my 
county secretary said nothing to me, sent me no 
notice, if it had not been for your letter | 
never would have known I was delinquent.” 
That fellow erroneously thinks he confers a 
favor upon some one in maintaining his mem- 
bership. The temptation to tell him to attend 
to his own business is great. Telling him his 
highly paid secretary ought to wet nurse him 
on every occasion does no good, we know of 
no system corrective of some of the impossible 
attitudes prevalent among the members fail- 
ing to practice the slightest charitable co- 
operation toward his fellows. Seriously, we 
wonder if the trouble is warranted by the re- 
turns. 

We cannot properly treat the subject with- 
out now sounding a warning to those lapsing 
their membership as if it were a thing not 
worth while, to be leisurely attended when all 
others serious affairs, such as attending the 
Shrine, keeping pace with the Rebeccas, 
fraternizing with some lodge, with the patent 
object of capitalizing the connection, which it 
does not. Anyone of our several hundred 
hindrances may face an _ unsurmountable 
stone wall of trouble on his very next move 
The record of the cost due to ignored mem- 
bership, as to reciprocity alone, will amaze 
those unfamiliar with the requirements. Not 
hundreds, but more, not weeks, but months, 
sometimes forever, has glided by over the 
neglectful, penurious failure to maintain good 


standing. DO IT NOW. 
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CONTRIBUTORS TO THE ANNUAL 
MEETING PROGRAM. 


Patience has long since ceased to be either 
a virtue or justified by any rule of logic or 
charity, in so far as pleading, warning, suppli- 

cation and railing toward a certain percentage 
of those whose names adorn the pages of our 
annual program, as contributing what is 
illogically denominated and called a “scientific” 
production of those gentlemen’s creative pens. 
Every primer student knows that certain rules, 
easy of observance, are courtesies and properly 
due medical publications from those Saneied 
and favored by publication of their papers. 
Yet, despite reiterated pleas for simple co- 
operation in a few essentials each year leaves 
on our hands a number of so-called “scientific” 
offerings, impossible of reduction to type in 
any form acceptable to the most non-critical 
reader. No meaner treatment could be accord- 
ed some of our friends than to reproduce, lit- 
erally, what they negligently hand in as their 
effort worth while. 

To obviate this waste of effort, we again 
have to suggest the following rules be observed 
as to papers prepared for the Oklahoma City 
meeting: 

Have your paper neatly typewritten in 
duplicate, so you may extend to the colleague 
selected to open discussion of the matter a 
copy far in advance of the day he will under- 
take that function. Double-space the lines, 
triplicates are even better. Leave very wide 
margins, do not entertain the idea that liberal 
use of paper is an extravagance. Select a 
title descriptive of your subject, neither too 
long, too short nor need it be conspicuous or 
bizarre, a practice sometimes leading the con- 
tributor to be held in suspicion of seeking the 
sensational. Under the titie there should be 
entered a short, concise statement denoting 
the principal subdivisions and striking features 
of the paper. Have your name, followed by 
“M. D.,” not preceded by “Doctor,” follow 
the title. 

Carefully revise your text. It might be 
advisable for some of us to have a scholarly, 
educated friend to look over the production, 
offer suggestions and possibly note an occas- 
ional error, grammatical or otherwise. Above 
all, we earnestly beseech that “cecum” be 
written that way throughout the paper, do 
not jump all over the field experimenting with 
other forms, just plain old every day “Cecum” 
is good enough for us, provided the writer 
consistently sticks to his first love; woe be to 
him if he writes it in the next line “Caecum.” 
We will place him in a certain catalogue we 
maintain if he does. 

That paper is the property of your Journal, 
your Association, your colleagues. You have 


no title to it after you present to us at the 
meeting, so do not commit the very ordinary 
breach involved in taking it home to “make 
a few corrections.” “Corrections” at this 
stage are not permissable, besides they in- 
dicate a slothful state of mind and open the 
perpetrator to the indictment of negligence. 
Our busiest men are the most prompt to reply 
to correspondence, to deliver their allotted 
portion or assignment. This rule is axiomatic 
and unchangeable as the Laws of the Medes 
and Persians, so if you would be catalogued 
in our private collection most flatteringly, 
make your corrections when you have the 
privilege, finish your task as if you were fitted 
for the undertaking and find yourself identified 
with the elect. 


When your paper comes to the time of 


publication, the printer will mail you proof 
in advance of publication, and with it quota- 
tions on prices of reprints will be enclosed. 
If yours contains in addition to the text, cuts 
or illustrations, please do not insist on re- 
production of old, well-known illustrations, 
which while very applicable to a proper rendi- 
tion of the matter to an audience are entirely 
unnecessary in publication, as they convey 
no additional light on the matter not easily 
obtainable in many text books and works of 
encyclopaedic character. 


THE PERENNIAL ~ FLUX OVER THE 
A. M. A. “OLIGARCHY”. 

Cyelic and repetitive, we have with us once 
more the annual irruption decrying the ““Med- 
ical Trust” located at 535 North Dearborn, 
Chicago, better and more specifically described 
by name as Drs. Geo. H. Simmons, Fred R. 
Green, M. L. Harris, N. P. Colwell, A. D 
Bevan, and their allies or arch friends of med- 
ical destruction found sailing along as Drs. 
Hugh Cabot, Victor C. Vaughn, Alexander 
Lambert et al. “The Medical Advisory 
Committee,” engineered by Dr. F. H. Mc- 
Mechan, Secretary Avon Lake, Ohio, who, 
inasmuch as his shining light and detective 
ability has heretofore never shone to the ex- 
tent that he is as yet a household word, we 
shall introduce as our self-constituted Paul 
Revere, who, riding o’er the lea, sounds the 
tocsin of warning, “views with apprehension,” 

“notes with alarm,” that we stand upon the 
brink of national medical ruin. This prophet 
of the faithful is augmented by a storm cloud 
arising in Michigan, personally conducted by 
one Dr. Frothingham, who, also sees our 
destruction rapidly approaching, and, running 
true to form and class, he too urges that the 
“Oligarchy” be kicked out of office, so that 
those who really have our best interests at 
heart may take over the reins and demon- 
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strate how they would do the job of our salva- 
tion. The “Medical Advisory Committee” 
notes the fact that: 

“The Public and Profession are being sold 
out to: 

“Foundation Control of ‘full-time’ medical 
education.” 

“Lay Board domination of the ‘Closed Shop’ 
Hospital.” 

“Socialized State Medicine, subsidized com- 
munity health centers, and hospitals under 
political or university control.” 

“Legislative dictation of therapy and fees.” 

“Demoralization of medical standards by 
the expansion of cults.” 

“Exploitation of the specialties by lay 
technicians.” 

Our “so-called leaders are either openly 
fostering these destructive forces or more 
subtly giving them full fling by camouflaged 
neutrality.” This and much more is happen- 
ing to us, if the statement of the “Committee” 
is correct. We are called upon to “Strike for 
our Country etc” before the fatal hour of our 
destruction comes. Naturally, the Michiavel- 
lian character behind this sinister work, is 
housed at 535 North Dearborn, Chicago, but 
this time, the list of our evil-geniuses has been 
augmented by inclusion of such arch friends as 
Victor Vaughn, Hugh Cabot of Michigan, 
Fred Green, and others supposed to be devoting 
their time and energies to our betterment. 
The latter gentlemen are given special treat- 
ment, to their discredit, by the medical circular 
route, emanating from the pen of one Dr. 
Frothingham, who, as is likely, no one ever 
heard of before this burst into the lime light, 
hails from Michigan. The small fact that 
Dr. McMechan has had to note that the Coun- 
cil of the Ohio Association has seen fit to off- 
cially publish the information that, so far as 
that body is concerned, he represented only 
himself in an individual capacity, seems not 
to have produced any particular sense of 
rebuff to that gentleman, and so, on goes the 
dance with all its merry abandon. 

As we are asked to warn our members of 
their danger, we shall go the prophets one 
better, simply refer to the Journal, A. M. A. 
(January 1922), page 198, where may be 
found the entire illuminating correspondence. 
Our ruination and all. 

Speaking for ourselves alone, we beg leave 
to submit that we are heartily tired of this 
eruptive habit of certain elements of our pro- 
fession, always warning us of imminent des- 
truction from those we select to manage our 
National Medical Activities. In our opinion 
there is not a scintilla of truth in or justifica- 
tion for the ever recurring rehash of ndiculous 
charges of ulterior motive, sly, underhand, 


calculating practices on the part of our Amer- 
ican Medical Association officers. Surely a 
rather intimate connection over not more 
than fifteen, nearly twenty, years, would have 
brought to our attention some real, tangible 
evidence of this existing treason in our midst? 
We do not ask or expect perfection in these 
men, if they do anything at all, little common 
sense is necessary to know and expect that 
out of the great mass of work they do, some 
errors, some mistakes of judgment, even mis- 
takes of policy, will occur. They occur to all 
other classes of men, to our greatest political 
leaders. It is the part of common sense and 
reasonable charitable construction to admit 
the errors, extend our aid in reducing them to 
the minimum, at the same time not over- 
looking the fact that as the record is cast up, 
due credit for years of good service be acccorded, 
upon which no reasonable critic will hesitate 
to issue his mental bill of good health. It 
should be here remembered too, that the A. 
M. A. is not a mysterious force, separate and 
apart from other human beings, the super- 
natural and unusual should neither be ex- 
pected or demanded. We, in our haste, are 
inclined to the paradoxical habit of “passing 
the buck” to the A. M. A. executives with the 
demand that they undertake all sorts of 
activities, regardless that it is no parcel or 
part of their functions. The busy medical 
man cannot know of the countless letters of 
complaints fired into that office over, things 
from the sublime to the ridiculous. One 
Medical Ass wastes his time, indicating a 
letter, carrying information to “stop my 
Journal,” for every conceivable excuse and 
irrelevant reason under the sun. The A. M. 
A. permitted the Sheppard-Towner Bill to 
become law—why did you not stop that? 
Such and such state has this “fool law,” why 
did you permit that? Is it possible that the 
writer himself has forgotten that he and only 
he, with similar units as himself, is the A. M. 
A. Is that non-existent force expected to 
travel around the earth, directing even the 
work of the town meeting or the township 
board? It certainly seems to be the idea 
lurking in some minds, or in the place where 
such an organization as a mind is supposed to 
have existence. Do we forget the adage 
“Every tub stands upon its own bottom?” 
Surely not. We should cease this senseless 
bombarding and leave our creatures time to 
perform their tasks at their best. Every issue 
of the Journal carries the greatest waste in the 
form of communications dealing with elemental 
matters, at the beck of anyone with intelligence 
and energy enough to consult age old ency- 
clopaedic volumes, lying dust-covered all 
about us. We should carry our own burdens, 
expecting some mysterious force to finally 
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come into our midst and regulate everything 
about us, not exactly to our taste, is futile 
and silly to the.last degree. We should cease, 
for instance, the wasteful habit of forwarding 
tons of newspaper clippings, setting out the 
“outrageous, unethical” actions of the other 
fellow, with the smug suggestion from the 
writer that the A. M. A. “ought to look into 
this.” Look into it yourself. The A. M. A 
could take no action, if it would do so. Every 
matter of ethics, of “advertising” improperly, 
of undue publicity, is first and always the con- 
cern of the local colleagues of the offender. 
The complainant himself, if he holds actionable 
information, more than any other individual 
holds the duty of indicated action, and he need 
not trouble any other individual with the 
matter. This, justly criticisable habit of 
slyly slipping around town urging others to 
act when action is the duty of the critic should 
cease. It is very ordinary, silly, childish, 
attributes only, which is best observed in 
these practices. It brings the critic to light 
as the smallest of beings, brands him as a 
busybody, in the act of tearing down others 
in the piteous belief that in so doing he will 
receive benefit by some peculiar system so 
far unknown to honest men. 

Years of intimate contact with the objects 
of these attacks from unworthy men, impels 
the writer to positively assert that in no trans- 
action has the slightest hint of impropriety, 
of improper motive, of selfish aggrandisement, 
ever come to light as a characteristic of the 
officers entrusted with the great work going 
on at Chicago. Only the spirit actuated by 
ignoble meanness can place such imputation 
against them. Theirs should be only the best 
we have to offer as recognition of their ser- 
vices, any other recompense is discreditable 
and unwarranted by any rule or reasoning. 
Any individual of us permitting uncontrovert- 
ed slander and disparagement of these men, 
occupies a very poor niche, measured by the 
ordinary standards of honor. So far as their 
motives being base, the charge is absurd, 
baseless and without foundation in fact or 
theory. Speaking for Oklahoma and from 
the vantage point of years of association and 
official connection, the writer feels it his duty 
to warn his fellows against this propaganda 
on the part of men who are activated by per- 
sonal and selfish motives, and who, if tomorrow 
handed the reins held by those they so glibly 
criticise, would, in a few months present our 
profession to the public in all sorts of impossible, 
untenable lights. The reader is most earnest- 
ly assured that only the best of motives have 
been in evidence to him in the association 
above noted. No retrospective view brings 
impropriety or meanness to light when the 
satisfactory record of nearly two decades is 


reviewed. On the contrary, these self-same 
men have, by their interest and ability, made 
our office and publication so far above its 
former station that no one recalling the few 
years past can but know that the improvement 
has been nothing if not almost phenomenal 
That the reader may further know the great 
worth to us of these objects of criticism, they 
are to be reminded 
DOCTOR HUBERT WORK, CABINET 
MEMBER 

The word to “Oklahomans that Dr. Hubert 
Work, Pueblo, Colorado, had been appointed 
to succeed Mr. Hays as Postmaster General, 
comes as a most welcome piece of news. Those 
of us who know him, know that he will fit 
the place and meet the responsibilities success- 
fully. He holds the distinction of being the 
first physician to ever sit in the great Cabinet 
of our Nation. Dr. Work is not to be cata- 
logued as a politician by any means, in con- 
sidering this honor. He, first and above all 
things, is a true physician, one of Colorado’s 
most successful and respected as a man of 
scientific ability in his chosen specialty, that 
of nervous and mental disease. For years he 
has conducted in his home city a high-class 
institution in which he performed his work 
Additionally to that he was one of the State’s 
advisors in all matters medical, his only pre- 
vious political appearance, it is thought, being 
that of candidate for his party as Senator, in 
which race he underwent honorable defeat 
As first and succeeding speaker for many years 
of the House of Delegates of the A. M. A., he 
there evidenced his great ability as a presiding 
officer of great finesse and fairness, holding the 
respect and admiration of all of us fortunate 
enough to call him friend and fellow. 

Another congratulatory phase of the ap- 
pointment is found in the fact that probably 
President Harding is, up to this occasion, the 
most poorly advised of any president for many 
years past. Taft, Roosevelt, Wilson, each 
had the privilege of the close attention and 
advice of Dr. Cary T. Grayson. Mr. Harding 
has had to depend on a ‘man, to be sure one 
he thought highly capable, nevertheless one 
never heard of outside of a very narrow circle 
before his elevation to the important post of 
medical advisor to a president, Dr. Sawyer, or 
“Brigadier General Sawyer,” which tle was 
conferred by the president upon this man, who 
it is charged, sincerely believed the impossible 
claims of Goldberger of Pellagra fame, that 
that disease was seriously crippling the citizen- 
ship of the great South and that it was in- 
duced by a starvation diet on their part. Not- 
withstanding clear evidence refuting the ab- 
surd claim, it is said, the Surgeon General 
allowed that stigma to remain, or that he did 
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not see fit to disapprove the claims or findings 
of Goldberger. There is also every evidence 
to warrant belief that the President was drawn 
into the matter, and influenced to the same be- 
lief, through the agencies of his very poorly 
equipped surgeon-general, “Brigadier Sawyer.” 

We shall not have to observe any such de- 
parture or lapse on account of Dr. Work. 
On the contrary, if the president will only ask, 
then follow his advice, matters medical, from 
the National Administration standpoint, will 
have an impetus never before its good fortune 
to entertain 





A TRIBUTE TO JULES SCHEVITZ 

At a regular meeting A! the Oklahoma County 
Medical Society March 25, 1922, after the important 
work of Jules Schevitz as secretary of Oklahoma 
Public Health Association had been referred to in 
laudatory terms by several members, we were charged 
to reduce to writing the sentiments and feelings of 
the Society at this hour while we mourn his untimely 
death 

Jules Schevitz was not a physician; he made no 
clam to a technical knowledge of medicine. But 
he was terribly inrerested in the development of the 
agencies looking to the preservation of health and the 
prevention and cure of disease. In his tireless work 
to give vitality to those agencies, he made it clear 
that he depended upon the facts developed through 
the work of legitimate medicine, and so consistently 
did he proceed upon that basis that it seems to be 
proper to regard him as a quasi-member of the medical 
profession 

This bov—for he was but a boy when he died 
moved in a consistent way. He was an enthusiast, 
but he was not a sensationalist. He fought the 
battles for his cause with the faith of an optimist and 
the unfalrering courage of a devotee,but he kept his 
feet always upon the firm foundation of truth; he 
depended always upon demonstrable facts as his 
most efhcient weapons of attack He attempted 
no short cuts in order to reach a desired end, pre- 
ferring, if needs be, temporary defeat 

During the several years that he was the active 
officer of Oklahoma Public Health Association, that or- 
ganization grew to be a well organized working body 
During that time he was untiring in his efforts to 
secure the State Sanatoria for tuberculous patients, 
and he lost no opportunity to espouse and actively 
help every kindred cause. 

The life work of Jules Schevitz was a wonderful, 
inspiring romance; his death a bitter, heart-breaking 
tragedy. With determination and industry, he 
marshalled the passive friends of public health into 
a militant army of active workers, but now, while we 
weep, his young life is laid down as a sacrifice 

He is dead, and vet he lives—he lives in the memory 
of the medical profession of this State on account 
of his potent work in the interests of true scientific 
endeavor; he lives in the hearts of his co-workers in 
the Association whose activities he directed; he lives 
ves, he lives—in the gratitude of the victims of the 
white plague for whom he did so much to provide 
proper care and treatment. 

To his mother who, in the face of seemingly in- 
surmountable difhculties, made it possible for him 
to secure an education fitting him for the important 
work that he accomplished, we extend our heartfelt 
sympathy. We wish her to know that we mourn 
with her, and that the members of Oklahoma County 
Medical Society pledge to her any assistance and 
encouragement they may be at anv time able to 





render. In accordance with the wishes of the Society 
we represent, a copy of these expressions ts sent to 
her as an earnest of our faith and intentions 
Carrying out the further wishes of our Society, 
these expressions will be spread upon our minutes, 
and copies sent to the Journal of Oklahoma State 
Medical Association, and to the newspapers of Okla- 
homa Ciry. 
CommitteeLeRoy Long, Ray M.Balyeat, Tom Lowry 








Editorial Notes—Personal and General 























Dr. G. L. Johnson, Pauls Valley, is in Chicago, attend- 
ing the clinics of that city 


Dr. J. W. Craig, Vinita was called to Colorade by illness 
of his daughter in February 


Dr. and Mrs. Claude Thompaon, Muskogee, visited 
San Antonio and other South Texas points in March 


Dr. W. G. Bisbee, Chandler, for many years a parcti- 
tioner of that city ts locating in Bristow. He will office 
in the Conge Building 


Dr. W. E. Lamerton, Enid, had the good fortune to 
recover his “Fliver,” loss of which he had mourned since 
December. It was located in Stillwater 


Vinita’s State Hospital has just had the new $100,000 
addition opened for reception of patients, the state 
Board of Affairs having accepted the work 


Dr. Martha Bledsoe, Chickasha, was a delegate to the 
Kansas City convention of Business and Professional 


Women’s Clubs, held in that city in March 


Dr. A. Ray Wiley, Tulsa, suffered the loss of a suit 
alleging malpractice when a jury in the District Court 
at Tulsa returned a verdict for $2,000.00 in favor of the 
plaintiff 


The Enid Institute For Feeble-Minded Children is 
given a full page containing cuts and descriptive text 
of the institution’s work in the Enid Daily News of 


March 12. 


Carter County Society members are holding conferences 
looking toward establishment of a county hospital at 
Ardmore to serve increasing needs ot the county's in- 
digent wards. 


Dr. Ernest Ball, Antlers, President of Pushmataha 
County Society, is in Ebano, S. L. P., Mexico, where he 
has property interests, He writes the JOURNAL that 
he will be absent several months. 


Dr. G. Y. McKinney, Henryetta, recently won the 
Shriners ring at a Muskogee meeting of the order. His 
winning slogan was: “He kills,but never cures.” That 
took all the fight out of his opponents. 


Major R. B. Hill, Medical Corps, U. S. A., has been 
ordered to Oklahoma City, which place is designated as 
his headquarters as Executive Officer 320th Medical 
Detachment, accroding to press dispatches 


Dr. Sealr Harrie, Birmingham, has advised the JOUR- 
NAL of his inability to attend as an honored guest the 
Oklahoma City Meeting, May 9-11. This message will 
bring regret to many Oklahomans who know Dr. Harris 


est. 


Tulsa’s City Hospital will be erected by The Universal 
Construction Company, Coffeyville, Kansas, whose bid 
was $44,180.00 or $3,000.00 less than their nearest com- 
petitor. Plumbing and heating will be installed by 
another firm whose bid was $14,453.38. 


Dr. LeRoy Long, Dean, and Mr. Paul Fesler, Superin- 
tendent of University Hospital, Oklahoma City, attended 
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the February meeting of the Council on Health and Public 
Instruction and The Federated Association of State 
Medical and Licensing Boards, held in Chicago. 


Dr. Thos. L. Dowdy, Wilson, is defendant in a personal 
injury suit, the petitioner alleging in separate suits that 
she and her niece were severely injured when an auto- 
mobile, property of Dr. Dowdy, driven by his neice, 
struck them as they were crossing a street in Wilson 


Messrs. Grant Victor, Horace Hagen and H. B. Fell, 
members of the Soldier Hospital Location Board were 
tendered a banquet at Muskogee, March 6, by the various 
civic and commercial organizations of the city, as a re- 
cognition of their gratitude on the selection of Muskogee 
as the hospital’s location 


Drs. J. M. Byrum, Shawnee, and D. W. Miller, Black- 
well, represented the State Board of Medical Examiners 
of Oklahoma at the Chicago meeting in March of the 
Council on Medical Education; Federation of Medical 
Examining and Licensing Boards and the various allied 
boards scheduled for meetings on those dates. 


Dr. T. H. McCarley, McAlester, Chairman of the Sec- 
tion on General Medicine, Neurology, Pathology and 
Bacteriology, is the “early bird” in the 1922 class. Hark- 
ing the S. O. S. issued from the Secretary’s office to “hurry” 
he evidently has no grass under his feet, for his report of 
March 25, carried fourteen tentative numbers for his 


section, 


“GOOD OLD DOCTOR FITE” one of the best surgeons 
and poorest politicians that ever made Muskogee his 
home, equally lovable and gullible, has agreed to make 
the “race” for mayor. This is the compliment paid Dr 
F. B. Fite, Muskogee’s foremost citizen and surgeon 
While some might call it of doubtful verbiage, after all, 
the same may not be said of most of us. He went down 
in honorable defeat to the tune of 650 majority 


Dr. Chas William Heitzman and Mrs. Jane Gray 
Thomas, Muskogee, were married at San Antonio, Feb- 
ruary 7. Reverend Kemp, St. Mark’s Church, officiating 
They will be at home at 555 North Ilth Street, Muskogee 
in the future. The JOURNAL extends to the happy 
couple its sincere congratulations and felicitations. Dr 
Heitzman, it will be remembered, is one of the JOUR- 
NAL’S best aids, serving as Associate Editor. 


The National Board of Medical Examiners, Dr. J. S 
Rodman, Secretary, Philidelphia, announces the date of 
their next two examinations as follows: 

Part 1 and 11, June 19, 20, 21, 22 and 25 

Part 1 and 11, September 25, 26, 27, 28 and 29, 1922. 

Full information may be had on application to Dr 
Rodman, Medical Arts Building, Philidelphia. Applica- 
tions, however, should be filed not later than May 15 
and June 1, for the respective examinations 


State Hospitalization for Criminal Insane is urged as 
the “one thing, if any, most needed by the State of Okla- 
homa,” according to Dr. G. A. Waters, Warden of the 
State Reformatory for Boys at Granite, in an Oklahoma 
City interview There is hardly a man in our State more 
conversant with the crying needs of these matters, than 
is Dr. Waters. His interest in his wards is evidenced by 
constant activity and most sympathetic appreciation of 
their peculiar problems and their nervous make-up. That 
treatment, not incarceration as ordinary criminals, has 
long been known to be the proper course to pursue toward 
these unfortunates by the professional man who has given 
thought to the matter. 


Vinita State Hospital has just opened its new $100,000 
hospital addition. The management is to be congratulated 
in this final successful culmination of a long, at first, hope- 
less struggle to have this needed addition made to the 
overcrowded hospital Incidentally, while we are on the 
subject, it is commendable that this class of state (political) 
institutions in Oklahoma have been remarkably free from 
the baneful effects of disturbance by the “policical powers” 


It has not been thought good form as yet to be necessar 

to hav ea clean sweep of offic ers of these Various eleemos\ - 
nary institutions. All of them have been remarkably fre: 
from upheavals, Enid and Dr. Kendall excepted. Norman 
and Vinita still posses as efficient, appreciated superintend- 
ents, Drs. Grfhn and Adams. May their directing 
shadows not grow less, or their influence. for good wane 

Above all, may it be the prayer of all medical men that 
these and other god servants of the State remain un- 
disturbed to carry on 


The American Proctologic Society, Dr. Ralph Jackson, 
Secretary, Fall River, Mass., announces that that body 
wil meet in St. Louis, Hotel Claridge, May 22-23, 1922 
[he program carrig¢s a formidable list of attractions among 
which are: “A TRIBUTE to Dwight M. Murray,” by 
Dr. Jackson; “A Scalping Operation For Abscesses About 


The Rectum,” Walter Fansler, Minneapolis; “Value of 


[Temporary Colostomy,” Hirschman; “Asceptic Local 
Anesthesia-Preliminary Report of Sub-mucous Sphinct- 
otomy in Treatment of Anal Fissure,” E. G. Martin, 
Detroit; “Pa pilloma of The Rectum,” Harry B. Adams, 
Philadelphia; “Electrolysis and Ultra-Violet Light in 
[he Treatment of Certain Rectal Affections,”’ Harold 
E. Dunne, Washington. There are many others, but 
limited space prohibits further notice, and this is indica- 
tive of the general class of offerings for the occasion 


Okmulgee Business Firms furnishing supplies for the 
care of persons infected with smallpox and in an emergency 
have had to follow the usual course connected with suct 
matters—sue for their generosity—as no funds are avail- 
able to the officers for such care. Common sense would 
indicate in fact men of business acumen, would make duce 
provision for just such emergencies as is constantly pre- 
sented by these epidemics, not so our political mentors, 
not even will they permit the sane ‘suggestion that ons 
part of an unexhausted fund in a department be used for 
the care of charges of the same department, if ther 
happen to belong to anyone of the numerous ‘Bureaus’ 
into which the department may te divided. So it goes, 
we foolishly follow the same old antiquated custom, 
fitting or not, handed us by cur ferefathers. If ever 
common-sense were needed, it is in these very matters 


Dr. W. A. Lynott, Bartlesville, “Spreads our Name 
Afar,”” according to The Bartlesville Examiner “Even to 
Gotham’s Great White Way,” Dr. Lynort is supposed 
to have unburdened himself of this opinion: 

For the second time Dr. Lynott has foregathered with 
the talented scribes of the New York Evening World 
and has unbufdened himself of an opinion regarding pro- 
hibition which is published under the general heading 
“Business Men from all Over Country Discuss Pro- 
——. ; © is as follows: 


Dr. . Lynott, Bartlesville, Okla , at the Astor—“! 
be ood Ne prohibition has made drunkards out of people 
who never drank before. After two years it has been 


found that prohibition does not prohibit. I believe we 
should permit the manufacture and sale of whisky, but 
not go back to the saloon. People drink alcohol and 
home brew and will continue as long as they cannot get 
whisky As a physician, | think that whisky is one of the 
greatest stimulants we have when properly used.” 


Drs. A. P. Gearheart and Wm. Leslie, Blackwell, 
recently lost a suit alleging malpractice on their part, 
when the jury returned a verdict for $10,000.00. Un- 
questionably this verdict will be set aside by the Supreme 
Court, even should the application of the physicians’ 
attorneys for a new trial be denied by the Kav County 
Court trying the case, and which it is alleged, permitted 
many irregularities to pass unchecked. The utter in- 
justice of this decision will he understood at once on 
knowing that Dr. Gearheart’s only connection with it, 
was that of a consultant, seeing the case only once, tender- 
ing his advice, withdrawing and never again seeing it or 
by any possibility assuming charge of or responsibility 
for the care of the case. That the “Earmarks” of sur- 
rounding circumstances also indicate the inexcusabl 
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fact that it was inspired by fellow medical practitioners 
lends enough nauseating color to fill the mind of honest 
practitioners with disgust and cause a proper feeling of 
h imiliation 


Oklahoma's Magnificent Erected Graft-Free, will 
house the Annual Meeting, May 9-10-11. Opportunity 
to have some of our members who have never seen our 
Capitol building, pay it a respectful visit of admiration, 
prompted your Secretary's efforts to secure the entire 4th 
Floor of the building for the occasion. The strong argu- 
ment that ours is one of the very very few great state 
buildings erected “within the money,”’ without the taint 
of graft, clinched the selection. The State Board of 
Affairs and General Charles Barrett, Adjutant General 
and Custodian of the Building, generously met the issue 
without strings of reservations attached, so we shall have 
every phase, sections, registration, exhibits, spread out 
on one floor, and it goes without saving that elbow room 
will not be required for any purpose. The Huckins Hotel, 
downtown, will have a sub-registration desk and “Greeter” 
and information desk, but otherwise the work will be 
grouped compactly and conveniently as never before our 
good fortune. We are filled with pride and satisfaction 
on the selection 


Tulsa County Society accepted invitation from the 
Y. W. C. A. to hold their meeting of February 27 at the 
“Y" building, incidentally to have opportunity for ob- 
servation at first hand the various departments of physical 
culrure education. This was prompted by the Physical 
Education Department’s idea to acquaint the medical 
profession with the comprehensive system in vogue 
Dinner was served at 6:30, after w hich Dr. Edward Burns, 
Kansas City, presented a paper on “Phases of Urological 
Diagnosis,” which he illustrated with slides 

Program on March 13 calls for “Convalescent Serum in 
the Treatment of Scarlet Fever,’”’ Dr. D. O. Smith; and 
“Epidermophytosis,” by Dr. C. H. Ball 

Notice of change ot date of Annual Meeting was given 
announcement by the Secretary, Dr. C. S. Summers, as 
was the urge that members prepare to attend the S 
Louis meeting, for which occasion, no doubt, reduced 
railway rates would be offered. Near proximity of the 
meeting was also urged as a rare opportunity to Okla- 
homans to attend the National meeting. March 27 Dr 
Jas C. Braswell, introduced as a new member, read a 
paper on “Cardiospasm.” THE JOURNAL notes and 
gratefully acknowledged the cooperation rendered it by 
the Secretary of Tulsa Society. Especially helpful is 
reproduction of much of the matter contained in routine 
letters mailed county secretaries, dates and special an- 
nouncements of interest to the membership. 


cum Soames Medical Society, meeting at Pawhuska, 
March 20, is reported by Secretary, Dr Leonard Williams, 
to have * pul d off’ the affair with the greatest eclat, chat 
it was a success is evidenced by the tone of enthusiasm 
couching Dr. Williams’ letter. First, a postmortem was 
held on a subject whose death was due to morphine poison- 
ing. Autopsy disclosed that the man had a double 
pneumonia, which plus an over dose of morphine, pro- 
duced death. Dr. Horace Reed, Oklahoma City, read a 
paper on “Pathology and Treatment of Acute Appendi- 
citis,”” Dr. A. D. Young, Oklahoma City, a paper on 
“Hysteria.” The program was rounded off with an 
eight course banquet, which ts described as “some 
feed.” The officers, not satished with the state of de- 
linquency of many members also tock occasion to urge 
them to get into harness, to be “one of the boys.” and as 
an added inducement, advised that on April 10, Pawhuska, 
City Hall, another meeting would be held, which, among 
other attractions would offer a paper by Dr. A. A. Will, 
Oklahoma City, on “Cancer of the Rectum and Colon” 
and one by Dr. Wm. Taylor, Oklahoma City, on “Infant 
Feeding” or some other phase of Diseases of Infancy 
The progressiveness of Osage Society 1s actual demonstra- 
tion of the effect on the local profession of selecting a 
secretary who will accept and carry out his duties in more 


than an indifferent manner. Dr. Williams is just such an 
electrifying force as ts needed in many centers of our 
State, which though plentifully supplied with high-class 
medical men, lacks some one with the necessary en- 
thusiastic initiative to bring them together as they should 
be if they are to attain their highest worth to themselves 
and their colleagues 


State Industrial Commission 
Oklahoma Ciry, Okla. 
March 4 1922 
Dr. C. A. Thompson, 
508 Barnes Building, 
Muskogee, Oklahoma 
My dear Dr. Thompson 
I thank you for your letter of February 25th which 
came to the desk in my absence 
I have given critical attention to your letter and to 
the copy you were good enough to enclose, the original 
of which you sent to Dr. Schwab 
Any physician who feels that he is entitled to a greater 
fee than the Commission allows him should file a motion 
asking that his claim be set down for hearing. In this 
manner he will be afforded an opportunity to be heard 
and to explain item by item his bill. We appreciate the 
fact that oftimes bills appear to be exceessive, but when 
the facts are known the charge which the physician made 
would be clearly justified 
Dr. T. A. Buchanan, of this city, is our medical ad- 
viser. With regard to medical bills he and some of the 
Commission usually review them when they are challenged 
by the adverse party. We then give our opinion as to 
whether the bill is reasonable [his opinion however, ts 
not conclusive and the physician, or the other party, may 
be dissatished with our conclusion. In that event they 
may ask for a hearing, which, of course, would be granted 
Under this procedure any doctor has the right to be heard, 
which right is always respected 
And in connection with this matter, | think it pertinent 
here to state that we do not limit the medical charges to 
$100.00. It is true that the statute provides that no 
charge shall be in excess of $100.00 unless approved by 
the Commission, but we invariably order all necessary 
medica! treatment regardless of its cost, and we have 
tried to make this fact understood by all parties who may 
be concerned. All the casualty insurance companies 
doing business with us do understand this to be our at- 
titude. In other words, and in brief, whenever a man is 
injured we require that medical attention be given him 
until he shall have recovered 
Cordially yours, 
Baxter Taylor 
Chairman 


Honorable Alice M. Robertson, M. C., Oklahoma, 
Muskogee, has been and is recipient of many congratu- 
latory notices which approve and applied her sterling 
independence and stand on the Sheppard-Towner fiasco 
The JOURNAL takes pride in reproducing the resolutions 
appended below, passed by the Peoria Ill.) Medical 
Society. In passing our membership should be advised 
also that the following Oklahoma Congressmen voted for 
this inconsistent, farcical, useless measure, voted for it 
unquestionably without rhyme, or reason and in the face 
of clear violation of all National precedents heretofore 
established. They voted for it fully aware, or should 
have been, that they were establishing the most dangerous 
precedent ever before undertaken by Congress, one, if 
followed in spirit in the future, will make our laws so 
paternalistic, so meddlesome with the rights of the in- 
dividual; that Prussianism will look like great liberalism 
in comparison. J. C. Pringey; Swank; Gensman; Me- 
Clintic. Representatives Chandler, Carter and Herrick 
are recorded as “not voting.” 

The Peoria Resolution, forwarded your JOURNAL, 

Whereas, the Peoria City Medical Society is mate 
tonight by the presence of one of the leaders of our National 
law making bodies, who has demonstrated by her actions 
that she cannot be influenced in her duties by the popular 
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clamor of the Representatives of a large percentage of the 
women of this country This was demonstrated by her 
able and fearless opposition to the notorious Sheppard- 
Towner Bill which was sponsored and demanded by a 
large number of misinformed and misdirected well meaning 
ladies; and 

Whereas, she was one of the few who had the courage, 
in the face of this enormous demand, to not only vote 
but fight for what she knew to be right 

Be it Lay niga that the Peoria City Medical Society 
extend to her our thanks for opposing what she and we 
believe to be one of the most pernicious bills that has 
ever been introduced in the House of Congress and we 
promise the Hon. Alice Robertson, our guest of the evening, 
the undivided support and fidelity of this society at any 
time that she may wish to call upon us and we wish to 
move the adoption of these resolutions by the society and 
that a copy of them, together with an appropriate token, 
be presented to her before the meeting of the Young Mens’ 
Republican Club, which she is to address tomorrow even- 
ing 

Respectfully submitted, 
S. Horwitz, Chairman Com 


WHERE’S THE HUMANIZER? 

Chicago Postofice Shows Need for Closer Observation 

Chicago, March 14.—A well dressed man, unknown to 
any of the clerks, walked into Postmaster Lueder’s office 
vesterday 

“Son, may I see Mr. Leuder?” he asked a clerk 

“He’s busy; sit down,” was the answer. 

The gentleman waited 15 minutes. Then: 

“Son, do you suppose I could see Mr. Lueder now - 

“No, he’s still talking to a bunch of clerks.” 

“Well, you take him this card,” said the stranger 

The clerk looked at the card On it was: 

“Dr. Hubert M. Work, postmaster general.” 





DOCTOR K. L. COLLEY 
February 27th there was removed from his sphere 
of usefulness, a man and a physician, who measured 
up to the extreme standard of each Dr. Colley was 
a physician in the truest acceptance of its term 
That Barnsdall fully appreciated his worth was 
evidenced by the deep mourning of his City. Among 
the many worthy deeds of this physician may be 
mentioned the wonderful work which he did for his 
fellow citizens in the cyclone of 1911, when he not 
only worked  untiringly until order was brought 
out of chaos, but personally took thirty-nine of the 
victims of this storm to a hospital in Tulsa. His 
record would not be complete without mentioning 
his valuable services that were rendered to his Coun- 
try in the late war. Dr. Colley is survived by his 
wife, two daughters, four sisters and three brothers 
He was born in Virginia and had been a resident of 

Barnsdall for the past fourteen years 


DOCTOR WILLIAM C. PENDERGRAFT 


After an illness extending over a period of vears 
Dr. Pendergraft of Hollis, Oklahoma, passed away 
February 20, 1922. Dr. Pendergraft was one of the 
pioneer citizens of his community, having lived in 
his, present location for more than twenty years 
He was a man who had a firm hold on the affections 
and respect of the people of his town and county 
He was born in Polk County, Missouri, September 
22, 1864, and in 1892 graduated with the degree of 
M. D. from the Physicians & Surgeons College of 
St. Louis, Mo. His wife and two sons survive him, 
one, Dr. Roy Pendergraft, a practitioner: of medicine 
in Hollis, and Glenn Pendergraft, a student in the 
University of Oklahoma. Perhaps the full story 
of his life may be told in the words of the text selected 
for his funeral oration: “Luke, The Beloved Phy- 


sician. 











Report of the Dean at a meeting of the Faculty of the 
University of Oklahoma, Schoo! of Medicine, Pres- 
ident Brooks in the chair. 

Oklahoma City, Okla. March 16, 1922 

Mister President and Members of the Faculty: 

Since our last meeting there has been a healthy growth 
of the School of Medicine 

Under the wise supervision of Dean Turley, the work 
at Norman has been as satisfactory as it could be with 
inadequate housing and the rapidly increasing number of 
students 

This term began with an enrollment of 110 students in 
all departments, there being 37 in the Freshman, 33 in 
the Sophomore. 25 in the Junior and 15 in the Senior 

Class Through the weeding-out process five have been 

lost from the Freshman Class, three from the Sophomore 

Class and one from the Junior Class 

[here are no women students in the Freshman, Junicr 
and Senior Classes, while there are four registered in the 

Sophomore Class 

So far as is known, there has not been a single irregularity, 
even of a trifling character, in the enrollment of students 

Many applications for advanced standing have been made 

by students with conditions, most of them minor, from 

other schools, but not one has been acce pted In at least 
one instance, such a student was accepted by an old estab- 
lished ““A”’ school after we had declined to take him. 

In the clinical years, the work has been more uniform 
and satisfactory than it has been at any previous time 

Chis statement applies to both the Faculty and student 

body. In the matters of apparatus and betterments, the 

linical years have been favored much more than the 
pre-clinical years. Not only do we now have a well 
equipped laboratory with all the facilities for good work, 
but in addition there have been installed an electro-cardio- 
graph and a metabolism unit. To this may be added, 
betterments in the X-ray and other departments. Besides 
there is now at the hospital an adequate supply of radium 
purchased at the expenditure of about $20,000.00 appro- 
priated by the Legislature for that purpose 

I have just returned from the Congress on Medical 

Education, which was combined with the annual meeting 

of the Association of American Medical Colleges. At that 

important matters pertaining to medical education were 
considered, among which the following are of interest to us 

1. There was unanimous opinion that all medical 
students should be together and in close relation with the 
hospital. It was urged that the medical student from 
the very beginning of his work in the Freshman year be 
placed in a positien so that he can see patients in hospital 
and observe, to at least some extent, the practical applica- 
tion of his studies 

2. Great emphasis was laid upon the disadvantage to 
all concerned in considering the fundamental work of the 
first two years as being detached in any way from the work 
of the last vears in medicine, it being pointed out that there 
should be correlation and co-operation throughout the 
entire course. 

3. Attention was called to the desirability, if not the 

necessity of placing more emphasis upon clinical invest- 

igation by the proper use of the trained special senses 


While there was no disposition to minimize the value of 


laboratory procedures and instruments of precision, the 
danger of depending upon these aids to the exclusion, 
more or less, of clinical investigation by the use of the 
trained special senses was made quite clear 

4. A committee on curriculum made a report recom- 
mending a tentative allotment of time to the various de- 
partments. This plan was based upon a four years’ 
course of about 4000 hours, and the time allotted to each 
department is a certain percentage of the entire time dis- 
tributed in such a way that the total allotted time will be 
about 75%, leaving 25% of the time to be employed by 
the student in elective work—time in which he has liberty 
to do quite he pleases in the matter of selecting his 
studies 

[he following percentages for the various departments 
were suggested in this tentative scheme 
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histology, neuro-ana- 
14 to 18 percent. 


ncluding dissection, 
topographic anatomy, 
f 


Anatomy, 
, embrvology, 
Physiology, 4 1-2 to 6 ( 
Biochemistry 3 1-2 to 4% 


romy 


10 to 13% 
toxic- 


and immunology 
materia medica and 


Pathology, bacteriology 
Pharmacology, including 
ology 4 to 5% 


Preventative medicine and hygiene 3 to 4° 

As will be observed, the subjects just mentioned are 
covered in the work of the first two vears, and certain 
prerequisites are laid down. For instance, the course in 


work in general 
c he mistry and 


biochemistry must have, as 
chemistry, qualitative 
quantitative analysis. 
[he time allotted to general medicine, including neurol- 
ogy and psychiatry, pediatrics, dermatalogy and syphilis, 
is 20 to 26 1-29 
General surgery, 
eye, ear, nose and throat and roentgenology, | 
Obstetrics and gynecology 4 to 5% 
It will be observed that the Commurtee 
divided the work of the clinical vears into three general 


a prerequisite, 


analysis, organi 


Surgery 
i J 1-2¢ 


including orthopedic, G. I 
tol 


on curriculum 


departments, namely, Medicine, Surgery, and Obstetrics 
and Gynecology 
The work of the committee was closed with the follow- 


ing notes 


Di tion There is much variation above and below 
this average time. Some Class “A” schools are devoting 
25% less than this average time to Gross Anatomy and 


Osteology and this variation in Class A schools should be 
recognized and accepted without prejudice 

Embryology It is recommended that Embryology be 
transferred to the premedical course provided the course 
be under the direction of a well trained embryologist and 
as part of the laboratory work,a study of mamma- 


1 addition to the usual 


includes, 
lian (pig) embryos of selected ages 
chick embrvos 

Obstetri Add care of 10 « 
bined ward service 
5. Another important question 
amount of time devoted ‘in the average course to the 
specialties. It was emphasized over and over that the 
medical school is run for the purpose of making physicians 
and not specialists, and it was recommended that a read- 
justment be made so that the student may be relieved of 
some of the technical load which he carries under the pres- 
ent system. In order to develop the specialties in the med- 
ical school, the concensus of opinion was that proper post- 
graduate courses be established for the teaching of them 

6. While no formal action was taken, there was mani- 
fest a distinct tendency on the part of a good many mem- 
bers of the Congress, representing various schools, to give 
considerable freedom to the student, permitting him to go 
and come much as he especially in the last two 
years. The more sober and conservative stood for a 
definite minimum requirement, but all felt that the course 
as conducted now is too rigid, thus interfering to a con- 
siderable extent with the development of initiative, re- 
part of the 


ases and 2-4 weeks of com- 


to do with the 


had 


wishe 8, 


soursefulness and logical reasoning on the 
student 

7. The was dis- 
and the concensus of opinion was that it should 

equirement in connection with medical educa- 

clear that it is only a question ad 
time until will be for the medical school t 
have such a requirement Alreadv a number of Reontinn 
boards require applicants for licensure to have had hospital 
training in addition to the medical course. At this time | 
wish to recommend that this school go on record as being 
in favor of the 5th or hospital year, and that the State 
Board of Medical Examiners be advised of our action, the 
requirement to go into effect in this school as soon as the 
Medical Practice Act can be changed so that the require- 
ment will be uniform in connection with applications for 
licensure. 

I am glad to report that the students of this school are 
now eligible for examination before the National Board 
of Medical Examiners. I assume that it ts known that 


question of the 5th, or hospital vear, 
cussed, 
be made 
tion. It seems pretty 
necessary 
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Board was organized in 1915, beginning its work, | 
1916. It is operated upon a very high plane, 


Suc h d 
think, in 


and already 26 States have agreed to accept certificates 
from the Board, 10 other States having under con- 
sideration such an arrangement. I do = doubt that 
within a very short time certificates from s Board will 
be accepted by all the Stares in the Union z addition, 
England and Scorland recognize the certificate with the 


exception of certain final examinations in prescribed sub- 


jects 

Ar present. there is an arrangement thru which thes 
examinations may be taken in three parts. The first 
part may be taken by the medical atudent after tw 
vears’ work under the supervision of the Dean of the 


attending, and the second part 
eived the M D degree, and 
final examination is 
various parts of the 
vear's work 
the he ad- 


recognized school he is 
may be taken after he has r« 
in the same way The third and 
given by designated authorities in 
country after the applicant has completed 
in hospital, the papers in all cases being sent to 
quarters of the National Board for final action. I trust 
that out students may be in the work of this 
Board, which I conceive to be of the greatest importance, 
since, as indicated certificate from it will soon 
give the holder the medicine 
in the United States, 
countries. 

We have been doing pretty well, but we 
many things The most important in my 
adequate housing and increased facilities in 
with the work of the first two years. There 
in the minds of any of us as to the high character of work 
being done by our Staff at Norman, but when 
come and see the environment in which they have to — 
it is difficult for them to understand the character of work 
understand it. The President of the University 
has striven to do justice to all departments of the Uni- 
versity and we have been tre ated as well as any de- 
partment—perhaps better than some. The truth is that 
the University is growing so fast that it is difficult for the 
different departments to have necessary room Now 
that it seems to be the wish of all concerned that all four 
vears should be on the hospital campus at Oklahoma 
City, I trust that there will be active work and co-operation 
on the part of the entire Faculty in trying to secure an 
apprupriation from the Legislature thru which proper 
quarters may be constructed here. This is even more 
important now since the College Association has gone on 
record as not looking kindly upon a school with the de- 
partments geographically separated 

The Out-Patient department continues to develop in 
an extremely satisfactory way. In fact, I sometimes 
think that it would be better if we did not have 
many patients. With the increasing number coming t 
the Dispensary it will be necessary to devise an arrang: 
ment thru which a good deal more time will be devoted 
to Out-Patient work. It is hoped that the schedule may 
be arranged so that this difficulty will be met, at least 
to a certain extent, during the next year 

At present, there are practically no opportunities for 
research in connection with our organization. It is un- 
and it ts 


interested 


above, d 
right to practice 
ertain rights m 


anvwhere 
besides foreign 
a good 
judgment, ts 
onne 


need 


tion 
is no doubt 


visitors 


as we 


quite so 


necessary for me to say that this is a misfortune, 
hoped that some arrangement may be made thru whi 
this tremendously valuable work may be undertaken, 

The Council on Medical Education and Hospitals 1s 
very cordial, and I believe now, as I have always be- 
lieved, that we will be treated with exact fairness by that 
body. It goes without saying that the Council does not 
expect us to stand still, and in order to continue in favor 
it 1s necessary for us to be active and progressive 

Taking all things into consideration, I think | should 
say that I feel satisfied with our progress up to this time 
and in making that statement | have a very keen sense 
of my obligation to the President of the University and 


his wise supervision, and to the members of the Faculty 
and their hearty and unselfish co-operation 
LE ROY LONG, 
Dean 
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ANNUAL MEETING 


Committees on Behalf of Oklahoma County Medical 
Society. 
Executive Committee, Chairman, Dr. Wm. H. Bailey, 
308 Patterson Building. 
Entertainment, Chairman, Dr. Edw. P. Allen, 425 
Liberty Nat. Bldg. 
Publicity, Chairman, Dr. H. M. Williams, 524 Liberty 
Nat. Bldg 
Meeting Places, Chairman, Dr. M. M. Roland, 404 
Patterson Bldg 
Exhibits, Badges, Hotels, Chairman, Dr. F. H. Clark, 
313 Shops Bldg 
Clinics, Executive Chairman, Dr. C. J. Fishman. 
American Nat. Bldg. 
[he following are designated by the respective hospitals 
to represent their institutions 
University Hospital, Dr. Wann Langston, University 
Hospital 
Wesley Hospital, Dr. D. D. Paulus, 308 Patterson Bldg 
St. Anthony’s Hospital, Dr. R. M. Howard, 502 First 
Nat. Bldg 
Oklahoma City hotels are always filled to capacity, so 
it is the part of discretion to now make your reservations 
You should state clearly in your communication the date 
and hour of your proposed arrival in that city, exactly the 
character of accommodations desired, that is bath, number 
in party, etc., and it might be well to indicate whether or 
not lesser space would be acceptable in event of unusual 
overcrowding. All requests should be mailed at once te 
either the Hotel desired, the second choice, or Dr. F. H 
Clark, Chairman, 313 Shops Bldg 
Do not impose this service upon professional friends, 
for in the end, in order to serve the largest number with 
the highest efiicienty, the committees having these mat- 
ters in charge must be able to calculate the probable num- 
ber to be expected 
Dr. E. S. Lain, President, Oklahoma County Medical 
Society, has announced the following as Committees from 
his Society to handle the Annual Meeting, May 9-10-11. 
General Chairman of Arrangements-Dr. Wm. H 
Bailey, 308 Patterson Bldg. 
Entertainment, Chairman-Dr. Edw. P. Allen, 425 
Liberty Natl. Bank Bldg., Oklahoma City 
Publicity, Chairman-Dr. H. M. Williams, 524 Liberty 
Natl. Oklahoma City. 
Exhibits, Badges, Hotels, Chairman-Dr. Fred H. Clark, 
313 Shops Bldg. Oklahoma City. 
Clinics, Chairman-Dr. C. J. Fishman, 735 American 
Natl. Bank Bldg. Oklahoma City. 
Clinics representing University Hospital-Dr. Wann 
Langston, University Hospital. 
Wesley Hospital-Dr. D. D. Paulus, 308 Patterson Bldg., 
Oklahoma City. 
Anthony’s Hospital, Dr. R. M. Howard, 502 First 
Natl. Bank Bldg. Oklahoma City 
Meeting Places, Chairman-Dr. M. M. Roland : 404 
Patterson Bldg., Oklahoma City. 
Each Chairman “drafted” for the purpose by Dr. Lain, 
is empowered to even up matters by “drafting” such 
aids as he deems necessary to the success of the meeting 


THE ST. LOUIS MEETING OF THE AMERICAN 
MEDICAL ASSOCIATION 


The arrangements of the St. Louis profession for the 
meeting places for the Session of the A. M. A., which is 
to be held in their city Mav 22-26 next, are singularly 
fortunate and convenient; never has the Association been 
so well favored in this respect. The district in which 
the meeting is to take place is at the west edge of the 
business section of the city, easily accessible from all 
directions by street car or otherwise and not more than 
fifteen minutes street car ride from the most distant 


_ 
5 


/ 





hotel. The grouping of the meeting places is so compact 
that should one walk from the Registration Building 
(Moolah Temple) to the farthest hall it can be done in 
ten minutes or less; from section to section is a matter of 
from one to five minutes. The convenience of the location 
and arrangements of the different halls is more outstanding 
than in any other city in which the Association has met, 
and a decided improvement over the accommodations 
which were had at the meeting in St. Louis, 1910 
The Registration office, Post Office and Commerical 
Exhibit is to be in the Moolah Temple (Shrine), a beautiful 
and commodious building on Lindell Boulevard, two 
blocks west of Grand Avenue. At the other extremity 
of the group is the Odean, the home of the St. Louis Sym- 
phony Orchestra, with a main hall which seats better 
than 2000, and several lesser halls. The main hall will 
be used for the opening session. Its acoustica are par- 
ticularly good and suited to our purpose rhe sections 
on Practice of Medicine and Diseases of Children meet 
here. In the assembly hall of the same building the 
Sections on Pharmacology and Therapeutics, and on 


Pathology and Physiology will meet It will be noted 
that there has been an aim to foregather closely allied 
sections.) The Sheldon Memorial, a very beautiful new 


hall on Washington Avenue one-half block west of Grand 
Avenue, which most admirably meets all requirements 
will be the meeting place of the Sections on Ophthalmology, 
and Laryngology, Otology and Rhinology The Section 
on Surgery, General and Abdominal, and on Obstetrics, 
Gynecology and Abdominal Surgery, will be held in the 
Third Baptist Church on Grand Avenue, a situation well 
suited to the demands. The Sections on Orthopedics and 
Nervous and Mental diseases will meet in the Law School 
of the St. Louis University, on Lindell Ave., a few steps 
west of Grand. The hall easily seats 500 and is both 
comfortable and convenient. Dermatoloty and Syphilis 
and Urology will use the large Union Methodist Church, 
on Delmar Avenue just west of Grand, which meets ever) 
requirement. The Sections on Gastro-Enterology, Proc- 
tology and on Preventive Medicine will use the large hall 
in the Musicians Club on Pine Street, east of Grand Ave 
and next to the building of the St. Louis Medical Society, 
where the House of Delegates will hold its sessions. The 
Sectior of Stomatology is assigned to the assembly hall 
of St. Peters Parish House, one block west of Grand on 
Lindell. Immediately in this district will be found three 
of St. Louis’s most important Clubs, the St. Louis Uni- 
versity and the Columbian. Restaurants catering to 
every grade of patronage are numerous in the district and 
precautions have been taken to insure that normal rates 
continue during the meeting 

‘he St. Louis profession is preparing for an unusual 
sovenionen ; hotel reservations are coming in rapidly but 
it is proposed that even the late comer shall be comfortably 
housed. The wise traveler, however, makes his reserva- 
tion as early as - finds it possible. Dr. M. B. Clopton, 
3525 Pine St., St. Louis, is Chairman of the Committee on 
Sections and "sich Work. 


MEDICAL SOCIETY OF THE MISSOURI VALLEY 


The annual meeting of this association will be held 

St. Joseph, under the presidency of Dr. Paul E. Gardner, 
on September 21-22. The Buchanan County Medical 
Society at its last meeting appointed the following com- 
mittee of arrangement: Dr. Floyd H. Spencer, chairman 
Drs. H. W. Carle, Frank Hartigan, J. I. Byrne, H. S. Con- 
rad, O. C. Gebhart, secretary. Members wishing to 
present papers should send in their titles to the secretary, 
Dr. Charles Wood Fassett, 115 East 31st Street, Kansas 
City, Mo 


ANNUAL MEETING—ORTHOPAEDIC 
MATERIAI 


It is requested physicians having cases possibly needing 
orthopaedic attention communicate with Dr. Earl D 
McBride, 1006-7 First National Bank Bldg., Oklahoma 
City, Oklahoma. 











